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DECLARATION by APPLICANT: Me® §m Wy w:

1) | hereby confirm that all details in this Form are True to the best of my knowledge, Any false statement will rendar my Application & ongoing assistance, if any,
fials for reisciion/cancellation.

2} | solemnly confirm that assistance. f received from Koshika Foundation, will be used only for the “purposs”, as stated in this Form, lor which such assistance
was requested by me.

3) | reraby confirm that | have not & will nol In futire, avail of relmbursemant, in part of i full, from any other sourca/employeninsurance company, of the amount
for which this assistance m eguesied
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AGREEMENT by APPLICANT (=% T #11)

1} By affixing my signature o thumb impression on Ihis Form, | (Applicant) hereby agree & suthorise Koshlka Foundation and [{'s Trusiess o

usa/publishput-upireproduce my name, address, photo & details of the *purposa”, for which such essistance is requestedigranied, through any

medium, Inchuding but not limited 1o verbal, print, electronic, for soliciting donalions lor Koshika Foundation andior disseminating Infermation about it's

acllvities/achiovements. Such usa of my photo & details ean be made by Koshika Foundation before o after my trealment or fulfilment of ihe “purpose”
for which sssistance is being requesied.

2) | (Applicant] further agree that any such use of my nama, address, photo & details of the “purpose”, for which such assisiance [s requestedigranted,
will not automatically entitie ma lor recelving of conlinuing the said assistance. The decision lor granting and/or conlinulng the assistance will rest solely
with the Trusiess of Koshika Foundalion, and (heir decision I3 this regard will be final and sccapiabie 1o me.
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AGREEMENT by HOSPITAL (weumm Bro wam)
By afiwing hereunder, signature of our Authorieed Signatary for recommending this caselpatient for financlal assisiance from Koshika Foundation, we
{Hospital) hereby affirm & accept foflowing:
1) that we nelther are presently roe will in future avall of financial assistance from another NGO or any other source, for the same patienticase, as we are
raquisting to gel from Koshiks Foundation, to the extent thal such assistance is granted by Koshika Foundation, If the requested assistance is nol granad
by Koshika Foundation, in part or in full, then the Hosplial reserves ii's righl o make up ihe shortfall from another NGO or any other sourcs. This
confimation essantially states that the Hospital will not avall any dupiicate sssistance for the same patient/case from any other NGO or any othar source.
2} The assistence from Hoshika Foundation ls only financial In naturs, The cholce of the treatmentiprocedure advisediconducled by the Hospital on the
patiant, is based on the arrangsment batwsen the patient & the Hospital, and Is in no way Influenced by Koshika Foundation. Hence, tha Hospital will

assuma sole & complela responsibility of the treatment & it's outcome & safety of the patient, and Koehike Foundaticn will have no role or responsibllity
in the matier.
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