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DECLARATION by APPLICANT: STS G W s:

1) 1 heraby confirm that all detalls in this Form are True to the best of my knowledge. Any talse staterent will render my Applicatlon & ongoing assistance, If any,
liahbes for pejaction/canceliation.

2} | solemaly confirm that assistance, f recelved from Koshila Foundation, will be used anly for the “purpose”, @ stated in this Form, for which such assistance
was requesised by me.

3} | harety confinm that | have nof & will nat in future, avail of reimbursament, 0 part or in full, from any ofher sourcafamployaninsurance compsany, of the amaunt
for which this aasistence s requesisd.
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AGHREEMENT by APPLICANT (amae® @i ®m)

1} By affizing my signature or thumb impression on thi Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusiees o

useipublishipul-upireproduce my nams, sddress, photo & details of the “purpose”, for which such assistance is requesied/grantad, through any

medium, including but not limited to verbal, print, electronio, for sollciting donatlons for Koshika Foundation and/or disseminating information sbout it's

acilvifiesfachievemenls. Such use of my pholo & details can be made by Koshike Foundation belore or after my trestment or lulfiiment of the “purpose”
for which sssistance is being requesled.

211 {Applicant) further agres that any such use of my name, address, photo & detalls of 1he “purpose”, for which such essistance is requestedigranted,
will nal putomatically entitle ma for recalving or continiing the said assistance. The decision for granting and/er cantinuing the assistance will msl solaly
with the Trustees of Kashike Foundation, and their dectsion is this regard will ba final and acceptable 1o me.
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AGREEMENT by HOSPITAL (wwmm BR 1)
By affizing hereundsr, signature of our Authonsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) herety affirm & accept foliowing:
1] that we neither are presently nor will in future avail of financial assistance from enolher NGO or any other sowrce. for the same patient'case, as we gre
reguesting o g2l from Koshika Foundation, lo the axtent thal such assislance ig granted by Koshika Foundation. If the requastad sssistanca is nol granted
by Koshlka Foundation, In part or in full, then the Hospital reserves It's right 1o make up the shortfall from another NGO or any ather source. This
confirmation essontially siatos that the Hospital will nol avall any duplicale sssistance for (ha sama patient/case from any other NGO or any other sourcs

Z) The aesistanca from Hoshika Foundation is only financéal in nature, The choloe of the reatment/procedure advised/conducted by the Haspltal on ihe '
patient, s based on the amangement between the patient & the Hospilal, and |8 In no way Influshced by Koshlka Foundation. Hence, the Hospital will

assume sole & complele responsibility of the treatmant & It's outcome & salety of the patient, and Kashika Foundation will have no role or responsibiiity
In the matisr,
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