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DECLARATION by APPLICANT ST9T% B SR TF;

1) | hereby confirm that &l details in this Form are True to the best of my knowledge. Any false stalement will render my Application & ongoing assistance, If any,
limble for

Ejrmmmmnm if recetved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
wias requasted by me

3} 1 hereby copfinm that | have not & will not in future, avall of reimbursemaent, in part or in full, from any other sourcedemployerfinsurance company, of the emaunt
for which this assistance |s requesiad
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AGREEMENT by APPLICANT ( sprms g %im)

1) By affixing my signature or thumts impression on this Form, | {Applicant) hereby 2groe & suthorise Koshika Foundation and It's Trustees to
usalpubdish/put-upireproducs my nama, address, pholo & detsils of tha “purpose”, for which such assistance is requested/granted, through any
medium, including but net fimited to verbal, print, elecironle, for soliching donalions for Koshika Feundatlon andfor disseminating information about i's
activitlesfachisvemants. Such usa of my pholo & detalis can be made by Koshika Foundation befors or after my Ireatment or fulfiment of the “purposa”
for which assistance s being requasied.

2} | (Apphicant) further agree thal any such use of my nama, address, pholo & delails of the "purpose”, for which such assisiance is requestedigranted,
will pot aulomaticslly entitle ma for recalving of continuing the said assistance. The decision for granting andior conlinuing the assistance will resl solely
wilh the Trustees of Kashika Foundation, and their decision is this regard will ba final and acceptable to me.
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AGREEMENT by HOSPITAL (wwmamE &0 %10}

By affixing heraundar, signatura of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affitm & accepl following:

1] that we nelther are presently nor will in future svall of financlal assistance from anolher NGO or any other source, for the same patient/case, as we e
requesting io gal lrom Koshike Foundation, to the exlent that such assistance is granted by Koshike Foundation. If tha requested essisisnce /s not granted
by Koshika Foundation, kn part or In full, then ihe Hospital resarves It's right o make up the sharifall from ancther NGO or any other source. This
conflrmation essantiaiy states that the Hospital will not avail any duplicats assistance for the sama patienl/cass from any olher NGO or Bny othar source.
2} The assisiance from Koshika Foundation is only financial in nature. The choice of the trestment/pmcedure advised/conducied by the Hospital on the
patient, is based on the arrangement between the patiant & the Hospital, and i In no way influanced by Koshika Foundation. Hence, the Hospital will
assume sola & complele respansibliily of the treatment & Il's outcome & safely of tha patient, and Koshika Foundation will have no role of responsibility
in tha mattar.
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