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DECLARATION by APPLICANT, STTs g0 sieem 1;

1) | hereby confinm that sl detslls in this Formars True lo the bast of my knowledge. Any false statamaent will render my Application & ongoing assistance, If any,
liabbe for rejection/canceliation.

2) | solemnly confirm thet essistance, f received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
wias requested by me.

3) | hereby confinm that | have ol & will not in future, avail of reimbursamant, in par o in full, from any other sourcelemployerinsurance company, of fhe amount
for which this assstance g reguested
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AGREEMENT by APPLICANT (saes g0 &10)

1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees 1o
uselpublishiput-upireproduce my nama, sddress, phioto & details of the “purpose’, for which such assistance is requesied/granted, through any
mediim, including but not mited to verbal, print, electronle, for saliciing donations for Koshika Foundation and/or disseminating information about it's

aclivitiesfachievements. Such use of my photo & details can ba made by Koshika Foundation belors or aftar my treatment or fulfiment of the ‘purpose”
for which assistance is belng requasiod,

2] | {Applicant) further agree that any such use of my name, address, phato & datalls of the “purpose”, for which such assistance Is requestod/granted,
will not aviomatizally entitle me for recelving of continuing the ssid assistance. The dedision for granting and/af continuing the essistance will rest solsly
with the Trustess of Koshika Foundation, end their decision is this regard will be final and acceptable fo me.
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AGREEMENT by HOSPITAL (wwmm BRI &11)
By affixing hersundar, signatura of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Huspits!) hereby sffirm & scoep! lollowing;
1) thiat wa neilher are presenily nor will in future avall of inancial assistance from anoiher NGD of any other source, for the same patient/case, as we Bre
requesting to gat rom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requesied assistence is not granted
by Koshika Foundation, kn part or in full, then the Hospital reserves it's right to make up the shorifall from ancther NGO or any other source, This
cenfirmation sssantinlly states that the Hospital will not avsil any duplicate assistancs for the sama patient/cass from any othar NGO or any othar source.
£) The assistance {rom Koehika Foundation is only financial in nature. The cholce of the reatmentprocedure advisediconductad by the Hospital on the
patient, s beead on the amangemant batwean the patient & the Hospltal, and is in no way influanced by Koshika Foundation. Henca, the Hospital will

assuma sols & complele responsibility of the treatmant & if's outcoms & safaly of the palisnt, and Koshika Foundation will have no role or responsibility
in the rratler.
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