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DECLARATION by APPLICANT. w/ET% 70 WM ¥3;

1) | heretyy condinm that all detads in this Foom are True o the best of my nowledge. Any false statement will render my Appication & ongoing assistance, f any,
|l for rejecticnicanceliation,

2) | solemnly confirm that assistance, [f recalved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
wns requasiad by me

3) | herebry confirm that | have not & will not in future, avall of reimbursament, in par or In fll, from any other sourcelemploverfinsurance company, of the amounl
for winich this assistoncs is requesied.
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AGREEMENT by APPLICANT (5w 3 1)

1) By affixing my signature or thumb impression on this Form, | [Applicant) haraby agres & authorkse Koshiks Foundation and Its Trustees o
usaipublsh/put-upireproduce my name, sddress, photo & detsis of the “purpose”, for which such assislance is requesied/granted, through any
medlum, Including but nat limited to varbal, print, electronle, for soliciting donations for Koshika Foundation andler disseminating information about It's
activities/achisvemants. Such use of my phota & details can ba mads by Koshiks Foundation befare or afler my treatment or fulfiment of the "purpase”
for which assisiance is being requested.

2} | (Applicant) furthas agres that any such use of my name, address, pholo 4 detalls of the "purpose”, for which such assistance is requestedigranted,
will nal sulomatically entifle me for receiving or continuing the sald assistance. The declsion for granting and/or confimuing the assistance will rest salaly
wilh tha Trusieas of Kozhika Foundation, and their declsion is this regard will be final and acceptable o ma,
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AGREEMENT by HOSPITAL (wemm & %)

By affizing hereunder, signature of our Authorised Signetory for recommending Ihis case/patient fof firancial assistance from Koshika Foundalion, we
{Hospital) heraby affirm & accepl following:

1) that we nslthear are presently nor will in fulure Bvail of Bnancial assistance from snother NGO o any other source, lor the sama pafient/cass, as we are
raguasling 16 get from Koshika Foundation, 1o the extent that such assistance |s granted by Koshika Foundation. If the requested assisiance is nol granted
by Koshika Foundation, in par or in full. then the Hospltal reservas I's right to maks up the shortfall from anather NGO or any other soufce. This
copfirmation essantialty states that the Hoepital will nat avell sny duplicate assistance for the same patient/case from any olher NGO of any other source
2} The assistance from Koshika Foundation (s only financil in nature, The choles of the reatmantiprocedure advised/conducted by the Hospllal on the
patient, Is based on the arangemeant belwesn the patkant & the Hospital, and |s In no way Influenced by Koshlka Foundation. Hence, the Hospital wil
geEume sobe & complete responaiblility of the treatment & if's cutcome & safely of the patient. snd Koshlka Foundation will have no role or responsibiity
in the matter.
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