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DECLARATION by APPLICANT. STss g s w3:

1) | harehy oonllem fhat all detass in this Form are Troe tothe best of my knowledge, Any false statamant will render my Application & ongolng assistance, if any,
limhle for rajection/canceliation,

2 | sglemnly confirm that assistonce, If received from Koshika Foundation, will be used anly for the “purpose”, as stated in this Form, for which such assisiance
was raguested by me.

3) | heretry confirm tnil | have not & will nat in future, @vail of reimbursemant, inpart orin full, from any olher sourceemployerinsurance company, of the amount
far which thiz aesistance s requesied
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AGREEMENT by APPLICANT [smew gm =)

1) By affizing my signalure o thumb impression on Lthis Form, | (Applicant) hereby agree & suthorise Koshika Foundalion and U's Trusisss 1o
uss/pubtishiput-upireproduce my name, address, photo & details of the *purpase”, for which such assistance is requesizdigranted, through any
medium, inciuding but not imited to verpal, print, electronic, for soliciling donations for Koshika Foundation andfor disseminating information about it's

acliviiesiachievemants, Such use ol my phols & details can be made by Koshika Foundation befare or after my treatment or fulfiiment of the “purpese®
for which assistance is being mguesied.

2] | (Applicant) further agree thal any such use of my namae, address, pholo & detalls of the *purpose”, for which such assistance is requestedigranted,
will not sutlomatically enlilie me fof recelving o conlinuing the said assistance, The dedision for granting andfor cantinuing the sssistance will rest solety
with the Trustees of Koshikz Foundation, and their decision & this regard will be final and scceplable (o me.
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AGREEMENT by HOSPITAL (vwmst gm0 &)

By affizing hereunder, signature of our Authorised Signatory for recommaending this case/patient for finencial assistance from Koshika Foundation, wa
{Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future svail of financial assistance from ancthar NGO or any other source, for the same patient/cass, as we are
raquesting 1o get from Koehika Foundation, Io the extent that such assislance is granted by Koshika Foundation. If the requested assistance is nol grantsd
by Koshika Foundation, in part o In full, ther the Hospital reserves ItU's right to maks up the shortfall from another NGO or any other source, This
confirmation essentially stalas thal the Hospital will not avail any duplicate sssistance for the same patienticass from any other NGO or any other saurce.
2} The assistance from Koshlka Foundafian is enly financial in nature, The cholee of the teatment/procedure sdvised/conductad by the Hospltal on the
patiant, s besed on the sfrangement betwean tha patient & the Hospital, and I8 in no way Influencad by Koshika Foundation. Hence, the Hospital will
szsume so/e & complete responsibility of the treatment & it's outcome & safety of the palient, end Koshika Foundalion will have no role or responsibility
in thea matter,
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