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DECLARATION by APPLICANT: SWTT T Wwm wr;

1)1 heredy confirm fhat &0 details in this Form are True 1o the besl of my knowisdge. Any fatse staiement will render my Application & ongaing essistance, if any,
linble for reseclion'cancedlabion

2} | solemnly canfirm that assistance, If received from Koshiks Foundation, will be used only for the “purpose”, &s stated in is Form, for which such assistance
W raquesied by me

3} | hereby confirm sl | have mol & will not in future, avall of reimbursement, in part o in full, from any other sourcelemployerinsurance company, of the amount
foar which this nesistancy n reguested
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AGREEMENT by APPLICANT (5w gu W)

1} By affizing my smnature or thumb impresseon on this Farm, | (Applicant) herdby agree & authorise Koshika Foundetion and I1's Trusiees 1o
use/publish/put-upfreproduces My rame, sddress. pholo & dedails of the "purpose”, for which such assislance is requestedigrantad, through any
mediurm, iInciuding but rot limaed 10 verbal, prnl, slectronic, for soliciting donations for Koshika Foundation and/or disseminating mfarmation about It's
atiivites/achsvements. Such use of my phoie & detalls can ba made by Keshlka Faundation before or afler my treatmant of fulliment of the "purpose”
for which masistnnce s baing requersted

2) | (Appiicant) further agree thal any such use of my name, address, phato & datails of the “purpose”, for which such assistance s requested/granted,
will not sutsmalically entithe ma for receiving or conlinuing the sald assistance. The decision flor granting andior canlinuing e sssisiancs will resl solely
with the Trusteas of Koshika Foundation, and iheir decision is this regard will be finaf and acceptable o me.
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APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (7w T =)

By affixing hareunder, ssgnature of our Autharised Signatory for recommending this casa/patient for financlal assietancs from Koshika Foundation, we
(Honpital) horebry affinm & accepl following:

1) that we nesther are peesently nor will in future avall of finanglal assistance from another NGO or any other sowrce, for the same patient/case, as we are
reguanting 1o gel from Koshika Foundation, 8o the axtant (hal such assistance s granted by Koshika Foundation. If the requesied assistance is not granied
by Moshika Foundstion, in par orin full, then the Hospltal reserves [{'s right to make up the shorifall from another NGO or any other source. This
confirmation etsentinlly atites that the Hospital will not avail any duplicate sasistance fior the anme patient'case from any othar NGO or any other sourcs
2) The azsistance from Koshia Foundation & only financial in natute. The choice of the irestment/procedure aovisediconducted by the Hosplial on the
patinnl, in basnd on the arrengement etwesn e patient & he Hospital, snd is n o way influsnced by Koshika Foundation. Hence, the Hospital will
azsume sole & complsts responsiility of the restment & I1's outoome & safsly of the palient, and Koshiks Foundation will have no ol or raspomsibiity
in the mutles
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