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DECLARATION by APPLICANT. STHTE G S ¥

1} | hereby confirm thal ail datails in this Form are True 1o the best of my knowledge. Any false stalement will render my Applicstion & ongoing assisiance, if any,
liabie for rejection/canceliation.

2} | slemnly confirm that assistance, if recetved from Koshika Foundation, will be used ondy for the “purposa’, as stated in this Form, for which such assistance
wars fequested by mae.

3) | hereby confirm st | have not & will not in future, aveil of reimbursement, in par of in full, from any other sourcelempiloyerinsurance company, of the amount
for which his assistance s requested

1) & s s {5 v wen @ fet ol ot v 28 wemell € s e w o 4ot e o e s T a8 98 o e ot W ool

1) #gm = v o et wret 4 o ow o @, see vt vl wien o o 6 P T wnie, o pn v F wn B

1) & ufe wom § 5 fam w8 v ol 9w 4, w0 of = afee woaew e e o ghimsalm el @ 3w o d o ofies F o
AGREEMENT by APPLICANT (Wies g WF)

1) By affixing my sigrature or thumb impression on ihis Form, | [Applicant) hereby agree & suthorise Koshike Foundation and it's Trustees to
usapublish/pul-up/reproduce my name, address, photo & datalls of the “purpose”. for which such assisiance is requested/grantad, through any
medium, Including but not limited fo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
aciivities/achievements. Such usa of my pholo & detalls can be mada by Koshika Foundalion before or afier my treatmant or fulfiiment of the ‘purposs”
Ir which assistanca is being requesiad.

2§ | (Applcant] further agree that any such use of my nams, address, photo & datalis of the *purpose”, for which such assistance is reguestad’pranted,
will nel automalically entitle me for recsiving of conlinuing the said assistance. The decizion lor granting and/or conlinuing the assisiance will rest solély
with the Trustess of Koshika Foundation, and thelr decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥ema T %01)

By affixing hereunder, signatura of our Authorised Signalary or recommending this case/patient for financial assistance from Koshika Foundation, wa
{Hospital) hereby affirm & accept following:

1) that we nelther are pregently nort will in future avall of financial assistance frem ancther NGO or any other saurce, for the same patienticasa, as we are
reguesling to gel from Keshika Foundation, Io the extent that such assistance s granted by Koshika Foundation, If the requasted assisiance is nol granted
by Kashika Foundstion, in gart or in full, then the Hospital reserves it's righl to make up the shortfall from another NGO or any other source. This
confirmation sssentially siates that the Hospital will nat avail any duplicate sssistance for the same palient/case from any other NGO or any other source.
2) Tha assistance from Koshika Foundallon is only financial in neture. The chojce of the reatment/procedure advised/conducted by the Hospital on the
patianl, s based on Ow errangement betwean the patient & the Hospital, and |s in no way Influsnced by Koshika Foundation, Hence, the Hospital will

assume sole & complets responsibliity of the treatment & it's culcomea & safety of the patient, and Koshika Foundation will have no rols or responsibility
in tha mattae.
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