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DECLARATION by APPLICANT. 295 TRI & 7w

1) | hareby confirm Ihat all detads in this Form are True (o the best of my knowledge. Any false stalement will render my Application & ongolng assistance, i any,
limbie for rajection/cancellation.

2) | solamnly confirm that assistanca, frecelved from Koshika Foundation, wifl be used only for the “purpose”, os stated in this Form, for which such assistance
was requasted by me

3 | hsratyy condiem el | have not & wvall not in futere, avall of rembursement, In part ar in full, from any other sourcelemployerineurance company, of ihe amount)
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AGREEMENT by APPLICANT (wew g &)

1) By affixing my signalure or thumb impression on this Form, | |Applicant) hereby agree & authorise Koshika Foundation andil's Trustees to

usafpublishipul-upireproduce my name, addrese, phaoto & detalls of the *purpose”, for which such assistance is requested/granted, through any

medium, including But net limited to verbal, print, electronic, for soliciting donations for Koshike Foundation andfor disseminating information about it's

aclivitiesfachievemnants. Such usa al my phola & delalls can be mada by Koshika Feundation balare or alter my treatment or fulfiiment of the "purpose”
for which assistance is being requestad.

2} | {Applicant) furthar agres that any such use of my name, addrass, pholo & detalls of the "purposa®, for which slch asslstance is requested/granted,
will not aulematically antitle me for recaiving of contifuing the ssid assistance. The dadision for granting andfor continuing the assistancs will rest solaly
with tha Trusteas of Koghika Foundation, and their dacision is this regard will be final and acoeptable to me.
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AGREEMENT by HOSPITAL (wmam gm =)

By affixing hereunder, signalure of our Authorised Signatory for recommanding this casa/patient for financial assistance from Koshika Faundation, we
{Hospital) hereby affirm & accept Tollowing:
1) thist we nelthar are presantly nor will in future svall of financial assistance from another NGO or any other source, for the same patlent'case, as we are

ing to gal from Koshika Foundation, 10 the exdent that such assistance is granted by Koshika Foundation. If the requested assistanca is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves |U's right to make up the shortfall from anather NGO or any othet source, This
confirmation essaniially stales thal the Mospital will rol gvall 2ny duplicala assislance for tha same patientcass from any other NGO or any ather sourcs
2) The assistance from Koshika Feundation is only financial In nature, The cholce of the treaiment/procedure advisediconducted by the Hosplial on tha
patient, [s basad on the arrangement betwaen the patient & the Hospital, and (8 in no way influsnced by Koshika Foundation. Henca, the Hospital will

assume sole & complets responsibility of the treatment & (s cutoome & safely of tha patient, and Koshika Foundation will have no role or responsibility
in the matier,
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