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DECLARATION by APPLICANT: STH%% ER0 WY ww:

1) | harety conlirm that all detalls in this Form are True (o the best of my knowledge, Any false statemant will render my Application & ongoing assistance, If any,
limbbe for rejaction/canceliation.

2) | solamnly confirm that assistance, If recalved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was raquesied by ma,

3 | hareby confirm et | have not & will not in future, avall of reimbursement, in part or in full, from any other sourcelemployerfinsurance company, of the amount
for which this assistance is requesiad
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AGREEMENT by APPLICANT (3w g %)

1} By affing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to
useipublshiput-upireproduce my name, address; photo & detalis of the "purpose”, for which such assistance is requestedigranted, through any
medium, Including but not limited to verbal, print, electronic, for soliciling donations for Koshika Foundation andior disseminating information sboul It's
activivesfachisvemants. Such use of my pholo & detalls can be made by Keshika Foundation before or alter my treatment or fulfilment of the *purposs”
for which assistance is being requested,

2) | (Applicant) further agroe that any such use of my name, address, pholo & details of the "purpese”, for which such assistance is reguested/granted,
will nal automatically entille me for recahving of continuing the sald assistance. The dectsion for granting andior conlinulng the assistance will resl solsly
with the Trusiees of Koshika Foundation, gnd their decision is this regard will ba final and scceptable to me.
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AGREEMENT by HOSPITAL (=@ B0 %4T)

By alfixing hereundar, signature of our Authorised Signatory for recommending this case/patiant for financial assistunce from Koshika Foundation, we
{Hospial) hereby affirm & accept following:
1] that we neither ars presentty nor will in future avall of financial assistance from another NGO or any other source, for the same patlenticase, as we are

{0 gel lrom Koshiks Foundation, o the axlent that such sssisiance is-granled by Koshika Foundation, If the requested essisiance is nol grantad
by Koshika Foundation, in pant or In full, then the Hospital reeerves It's right 1o make up the shortfall from another NGO or any other source. This
confirmation assantiaily aiates fhal the Hospial will not avail any duplicate assistance for the sama pallenticass Iram any other NGO o any other soUce,
2} The aesistance from Koshika Foundation is only financial in nature. The choice of the teatment/procedure advised/conducted by the Hospital on the
patiant, is based on the arrengement betwesn the patisnt & the Hospital, and is In na way Influanced by Koshika Foundation. Hence, tha Hospitol will

asgums sole & complste responsibilily of the tresiment & I's outcome & safely of the patlent, and Koshika Foundalion will have no role o responsibilily
in the mafies.
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