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DECLARATION by APPLICANT, =Fes g s wa;
11 1 hereby confirm (hat all detads in this Form are True io the best of my knowledge, Any [alse statement will render my Application & ongoing assistance, il any,
liabile for repchon/cancallabion

2} | solemnly confirm that assstonce, if rocesved fram Koshiks Foundation, will be used only for the “purpose”, as statad in this Form, for which such assistance
wiis resuested by me

3] I heraby confiem that | have ot & will not in futers, aval of resmbursement, in part o in full, from any other sourcelsmployerinsurance comparny, of the amaount
fre which this sssistance s requested
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AGREEMENT by APPLICANT (smew g wrd)

11 By affieng my signalure of thumb impression on this Form, | (Apphcant) hereby sgree & authiorse Koshika Foundation and it's Trustess |o
usapuoishiput-upiregroguce my name, address, photo. & datails of the “purpose”, lor which such assistance is requestadigranied, through any
mietium. inchading but not limited 1o verbal, print, slectronic, for soliciting donations for Kashika Foundation and/or disseminating information about it's
atlivilieslachervements. Such use of my photo & detalls can be made by Koshika Foundation belfore of afler my reatment or fulfiment of the “purpose”
for which assstance is baing requesied

2) | (Agphicant) lurthes agree that any such use of my name, address, photo & datails of the “purpose”. for which such sssstance s requested/granted,
will nal auteimalically sntitle me for receiving or continging the sakd assistance. The decision for granting and/or continuing the assistance will res! solely
with the Trustees of Koshika Foundation, and thair gecision s this regard will be final and acceptable o me
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AGREEMENT by HOSPITAL (wemm gm %)

By offixing hereunder. sgnature of our Authonsed Signatory for recommending fhis casa/patient for financial assistanoe from Koshika Foundation, wa
(Mospital) heraby affirm & accept following

1) that we reither wre presently nor will in future avail of fingncial asslstance from another NGO of any other source, lor the same palisnt/cake, bs we arg
requesting i gel from Kashika Foutidation, fo the extent thal such asststance s granled by Koshika Foundation. If the requesied assistance is not granted
by Koshika Foundstion, in part or in full, than the Hospital resarves I's right lo make up live shortfail ffom another NGO or any other soutce. This
confirmation sssentially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source
2) The assislance from Koshika Foundation is only financial in nature. The choice of the reatmenl/procedure advised/conducted by the Hospital on the
patiant, is based on the srrangement betwaen the patient & the Hospital, and s in no way influenced by Koshika Foundation. Hence. Ihe Hospital wil
sgdume sola & complets responsiblity of the treatmant & IUs outcome & safety of the patisnt, and Koshika Foundation will have no mole or responsibility
in the mattar
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