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DECLARATION by APPLICANT. i 47 wiwmy

1)1 hsreeby confirm St all detalls in this Form are Tree @ the best of my knowledge. Any false statermant will iender my Application & ongaing astistance, if any,
liabie for reiection/cancellation,

2} | solemaly confirm that pssistance, |l receved i Koshika Foundation. will be usad only for the "purpose”, s stated In this Form, tar aihich soch pealetancs

wias requestod by me.

3) | herety coniirm that | hase not & will not in futare, aval of rembursement, in peart o in full, from any other sourcelemployer/insurance company, of the amount

for which this assistance = requested
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AGREEMENT by APPLICANT | s )

11 By affidng my signature or thumb impression on this Form, | iApplicant) hereby agree & authorise Koshiks Foundation and t's Trustees 1o
use/publishipul-uplreproduce tny name, address, photo & details of the “purpose”, for which sich assistance is raquested/arantisd, through any
Medium, incliiding but not limited to verbal, prinl, electronic, for soliciting donations for Kashika Foundation andior dissaminating information about It's
pclivities/achiovements, Such use of my phola & detalls can ba made by Koshika Foundatian betore or after my trestment or fulfilment of tha ‘purpose”
for which assislance s belng requested.

2) | {Applieant) furher sgree that any such usa of my name, address, pholo-& delails of the “purpose”, for which such assislance is requested/igranted,
will niot sutomatically entiile me for recelving or continuing the sald sssistance. The decision for granting andior conlinuing the asslstance will rest solely
with the Trusieas of Koshika Foundation, and their dacision is this regard will he final and acceplable fo me:
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (wesm g war)

By affimng hersundar, signesture of our Autharised Signatory for recommending this casedpatien| for financlal assistance from Koshika Foundation, wa
(Hospital) horeby affirm & aceapt followtng:

1) that we neither are prasently nor will In fulurs svail of financial assistance from aholher NGO or any other source, for the same patienticase, &5 we are
requesting to get fram Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. if the requatited asssiunce s not granted
by Kashika Foundation, in part or in full, then the Hospital reserves it's right o make up the shortfall from another NGO or any ather source, This
confirmation essantially states that the Hospital will not avall any duplicate assistance for the same palienticase from any othir NGO or any other source.,
2) The sssistance from Koshlka Foundation is anly financial in nature. The choice of the Ireatmentprocedure advisediconductod by the Hospital an the
patient, s based on the arangement batween the patient & the Hospital, and I= in no way Influenced by Koshika Foundation. |+enca, the Hospital will
agsume sole & compiste responsibility of the treatment & it's outcome & salety of the patient, and Koshika Foundation will have na role or responsibility
in tha matter,
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