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DECLARATION by APPLICANT. SFET® BT S 93;

1)1 hereby confinm that all details in this Form are True o the best of my knowledge, Any false stalement will render my Apgplication & ongoing assistance, if any,
|imbie for rejection/cancesation.

2) | sebamnly confirm that assistance, if recelved fram Koshika Foundation, will be used only for the "purpose”, as stated in this Form, for which such assistance
wan

reguested by ma
3} | hereby canfirm that | have not & will not in future, avall of reimbursement, in pan or in full, from any other sourcelemployerfinsurance company, of the amount
for which this assistance is requested

1y & e e i yw wen 9 fel ot et fawn o aeell s me w wi b i s fer o se s o e & A S0 oo Foe Wi W el |

3} # po W e A S s, ® e W o §, T T et S g e fl few i, ® owm owse o soomm b

1) 4 g v { 5 fom wo i W i S o 4, T of s m oem feem el s o fdesalie weoh #  w fem # ol 3 e o ofm
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1) By affiing my signature or thimb impression on this Form, | {Applicant) hareby agres & authorise Koshika Foundation and If's Trustees fo
usaipublish/pul-upiraproduce my name, sddress, phoio & details of the “purpose”, for which such assistance is requestedigranied, through any
medium, including but nat imited to verbal, print, electronle, fof soliciling donations for Koshika Foundation and/or disseminating Information about It's

activitiss/achisvemanits. Such uss of my photo & delsils can be made by Koshika Foundstion before or afler my (reatment or fuffilmant of the "purpass”
for which assistance is being requested.

2) | {Applicant) further agree that eny such use of my name, address, photo & detafls of the "purpose”, for which such assistance is requestedigranted,
will not aulematically entitie me for receiving or continuing the sald assistance. The decision for granting andior continuing the assistance will rest solaly
wilh the Trusieas of oshika Foundation, and thair decision is this regard will be fingl and acceptable o me.
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AGREEMENT by HOSPITAL (®wars gm0 =T0)

By affining hereunder, signatura of our Authorised Signalory for recommending this case/patiant for financial assistance from Koshika Foundation, wa
(Hospitsl) harsby affirm & accep! lollowing:

1) thast we neliver are presently nor will in fulyre avall of financial assistance from snother NGO or any other source, for the same patientcase, as we we
reguesting 1o gel from Koshiks Foundation, to the extent that such assistanca is granted by Koshiks Foundation. If the requestad assistsnce is not grantad
by Koshiks Foundation, in part o in full, fhen the Hospital reserves It's right to maks up the shartfall from another NGO or any other source. This
confirmation essentially states thel the Hospital will nat svail any duplicate sssistance for the same palient/cese from any othar NGO or any other source.
2) The assisiance from Koshika Foundation is ondy financial in nature. The cholos of the ireatment/procedure advised/conducted by the Hospital on the
patienl, |s based on the amangement betwean the patient & the Hoapital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
gssume sobo & complate responsibility of the treatment & It's cutcoma & sofety of the patient, end Koshika Foundation will have no role or responaibility
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