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DECLARATION by APPLICANT: SHe% g i w:

1) | hetehy confirm that all detaits in this Form ars Trle 1o the best of my knowledge. Any false stalemant will rendar my Apphication & ongoing assistance, if any,
rable for mjectionicancellation.

2) | splemnly corfirm that assistance, i recaived from Koshika Foundation, will be used only for the “purposs”, Bs steted In this Form, for which such sssistance

was reguesiad by me.

34 | hereby confirm that | have miot & will nat in future, avall of reimbursement, in part o in hll, Fom any other sourceiemployer/insurance company, of the amount

far which this nssistance is roquested,
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AGREEMENT by APPLICANT (swizw g win)

1) By affiating my signsture or thum impression an this Form, | {Applicant) hereby sgree & authorise Koshika Foundation and i1's Trustees to
use/publishipul-upireproduce my neme, address, phato & details of the “purpese”, for which such assistance is requestedigranied, through any
medium, Including but niot fimited to verbal, print, electronke, for soliciting donations for Keshika Foundation andfer disseminating information about if's
attivitlesfachievements, Such use of my photo & detalls can be made by Koshika Foundation befate or after my treatmant or fulfiimuent of the “purpose”
far which azsistance s being requesied,

2§ 1 (Applicant) hurther agese thal any such use of my name, address, pholo & detalls of (he "purpose’, for which such assistancs is reguestedigranted,
will nat automatically entitle me for recelving or continding the said assistanca. The decision for granting and/or continuing the assistance will rest solely
with the Trustess of Koshika Foundation, and their decision is this regard will be final and acceptable lo me.
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AGREEMENT by HOSPITAL (wemE wm i)

By alfimng hareunder, signature of our Authotised Sigratary for recommending this caselpatient for financal assistance fram Kashiks Foundation, we
(Hospital) hersby affirm & acoapl lollowing:

1) that we nedghes are prasently nor will in future avall of financial assistance from another NGO or any ofher souroe, for the sama patienticase, as we are
requesting lo get from Koshika Foundation, to the extanl that such assistance is granted by Koshika Foundation. IT the requested assistance i nol granted
by Kashika Foundation, in part or in full, then the Huspital reserves it's nght to make up the shortfall from anather NGO or any other source. This
corfirmation essentially states that the Hospital will ot avail any duplicate assistance for iha same patlent/case from any other NGO or any othar source
2) The assistanca from Kothika Foundation is only firancial in nature. The choice of the reatmentfprocedure advised/conducted by the Hospital on the
patient, s based on the armangement betwesn tha patient & the Hospital, and |s In no way influenced by Koshika Foundation. Hanoe, the Hospital will
gssume sole & complete resporisibiiity of the treatment & i's outcoms & safaty of the patiant. and Koshika Foundation will have no role or responslbility
I the matter,
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