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DECLARATION by APPLICANT: #FES o thww

111 hersty confirm that 82 dotads In inis Form are True to the best of my knowledge. Any talse statement will render my Application & ongoing assistance. If any,
Eable for reyeciion/canceliation.

2} | solemnly confirm thit assistance, i received trom Koahika Foundation, will be used only for The “purpose”, as siated in this Form, for which such assstance
wik requesied by me

3) | hereby confirm that | have not & will rol in future, avai of reimbursement, in part o in ful, from any other sourcefemplayerinsurmnce company. of the amaunt
for which thia assistance & reguested.
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AGREEMENT by APPLICANT (wa=s gm %)

1} By affixing my signalure or thumb impresslon on this Form, | {Apalicant) hereby agree & suthorise Koshika Foundation and i's Trustoes to
use/publishiput-upireproduce my namea, address, photo & delails of the “purpose”, lor which such assistance is requestedigranted, through amy
medium, incleding but not limited to verdal, print, electronic, for soliciting donations for Koshika Foundation andiof disseminating information about i's

sciivilesinchsavaments. Such use of my photo & detslls can be made by Koshika Foundation belors or aftar my trestmant o fulfimant of the “purpose”
for which assistance |s being requesied,

2 | (Applicant) further agroe that any such use of my name, address, pholo & delails of the “purpose”, for which such sssisiance is requesind/granted,

will not automalicaly enfitle me for receiving oF continulng (he said assistance. Tha decision for granting andior continuing the assistancs will rest ssiely
with the Trustees of Koshika Foundation, and Mhair dacision i this regard will be final and scceptabie o me.
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AGREEMENT by HOSPITAL (womes o o)

By affiung hereunder, sgnatune of our Authorimed Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hospital} herebry 2ffirm A accapt tollowing:

1) thast we neiiter anm prasenty nor will in Tutere avell of financlal asslstance from snother NGO or any other source, for the same patlenticase, a5 we are
requesting 1o get kom Koshiks Foundation, 1o the exlent that such assistance is granted by Koshika . If the requested assisiance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves iUs rdght to make up the shortfall from anciher NGO or any other sowca. This
confirmation essentially states that the Hospital will not aval| any duplicate sssistance for the same patienlcase from any other NGO or any other source
2) Thee assistance from Koshika Foundation is anly financial in nature. Tha chaice of the trestment/procedurs advised/conducied by the Hospital on the
patient, i basad on the arrangement betwesn the patient & the Hospital, snd is in no way influsnced by Koshika Foundation. Hence, the Hospital will

pssiume sols & complete resparsibiiity of the reatmant & U's outcome & safety of the patient, and Foshia Foundation will hires no role or responaitility
in the mattar.
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