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DECLARATION by APPLICANT: SFRw 51 Wvm Wa:
1) I horetry confirm that 88 detads in this Form are True lo the best of my knowledge. Any talse statlemant will render my Application & ongoing assistance, f any
kable for repeclion/cancaflalon

2 1 nolemnty contlrm ihat assistance, il recaived from Koshika Foundation, will be used only lor the “purpose”, as statad in this Farm, for which such assistance
wad requestad by me

) 1 hareby confirm #at | nave not & will not in future, aval of reimbursement, in part of in full, from any other scurce/amployeninsurancs company, of ihe amount
e wihikch this assmiancs & reguested
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AGREEMENT by APPLICANT (5e9%®% T i)

1) By affixing my signature or thumb iImpression an this Form, | [Applicant) hereby agree & sulhorise Koshika Foundation and it's Trustess io
use/publish/pul-uplreproduce my name, address, photo & detalls of (he “purpose”, for which such aasislance s requesied/granted, through any
medium, including bul not limited 1o verdal, print, slectronic, for saliciting donations for Koshika Foundation andior disseminating information abeut Il's
aciivitieslachievements. Such use of my pholo & detalls can be mada by Koshika Foundalion before or after my trealmant o fulflmant of the “purpose”
for which assistance is baing requesied.

2) | {Applicand) furher agres thal any such use of my name, address, pholo & dotails of the “purpose”, for which such assistance is requested/granted,
will not sutomatically enfile me lor receiving or conlinuing the said assistance. The decislon for granting andior continuing the assistince will rest solaly
with thae Trustees of Koshika Foundation, and their decision is this regard will be final and accaptable o me
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AGREEMENT by HOSPITAL (wemms gm0 &)

By affiing hereunder, sgnature of our Authorsed Signatory for recommending this casa/patient for financial nssitance lrom Keshilka Foundation, we

[ Haxpital) heraby affirm & accept following:

1) thisl we neithise are presently nor will in future avall of financlol assistance from anciher NGO of any olher source, for the same patienticase, s we are
requesting to gel from Koshika Foundation, to the axient that such assistance is granted by Koshika Foundation. If the requesied assistance is not granied
by Koshika Foundation, in part or In full, then the Hospitsl reserves it's rght to make up the shortfall from anclher NGO or any othet soutce. This
confirmation essentiafly states that the Hospital will not avail any duplicate assistance for the same patienticasa from any ofher NGO or any other sourcs
2 The assistance from Koghika Foundatlon s only financial in nature. The cholce of the reatment/procedure advised/conducied by the Hospital on the
patient, is based on the arrangemen! batween e patient & the Hospital, and is in no wey infiuenced by Koshika Foundation, Hence, the Hospita! wil
mssume sole & complete responsibility of the treatment & IV's outcomes & safety of the pallent, and Koshika Foundation will have no role or reaponsibility
in the matter.
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