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DECLARATION by APPLICANT: sirdes o sl 93:

1)1 heretyy conliem that all details in this Form are True o the best of my knowledge. Any false statement will render my Application & ongoing assistance, If any,
limbie for tion,

2) | solemndy confirm that assistance, if roceived from Koshika Foundation, will be used oniy for the “purpose”, as siated in this Form, for which such assistance
wils requisied by me

3) | hereby confirm that | have not & will not in future, wvail of rebmbursamant, in part or In full, from any other sourcefemployarinsurance comparny, of the amaunt
for which this aegistancs 8 requested
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AGREEMENT by APPLICANT (smies g %)

11 By affixing my signature or thumb impression on this Form, | (Applicant) bereby sgree & suthorise Kashika Foundation and it's Trustess 1o
usa/publishiput-up/reproduce my name, sddress, photo & detsils of the "purpase”, for which such assislance i requasted/granted, through any
miediurm, incliding but niot limited to verbal, print, slacironic, for saliciting donations for Koshika Foundation andfor disseminating information about It's

acivities/achisvemants, Such use of my photo & details can be made by Koshiks Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance k& being requasted.

2) | [Appiicant) further agree that any such use of my name, address, pholo & details of the “purposs”, for which such assislance is requestedigranted,

will nol sutomatically entilie me for receiving or confinuing the said assistance. The decision lor granting andlor conlinulng the assistance will rest solsly
with tha Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable 1o me,
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AGREEMENT by HOSPITAL (¥ B0 %T0)
By afftxing hereunder, signalure of aur Authorised Signatory for recommending this casedpatient for financlal assistance from Koshika Foundatian, we
{Hospitaf) hereby affirm & accept following:
1) that we neliber are presently nor will in future avall of financial assistance from another NGO or any other source, for the same petientcass, i wa are
requesting to gel from Koshika Foundation, o the extent that such assistance is granted by Koshika Foundation. If the requested assistance Is nol grantad
by Koshika Foundstion, in part or in full, then the Hospital reserves it's righl to make up the shortfall from ancther NGO or any other sourca, This
confirmation essentially atatas thal the Heepital will not avall any duplicate assistance far the same palienticess from any other NGO or any olher source.
2} Tha assistance from Koshika Foundation is only financial in neture. The chaolce of ihe reatment/procedure sdvised/conducted by the Hospllal on the
patient, is besed on the arangement betwesn the patient & the Hoapital, and is in no way influsnced by Koshika Foundation, Hence, the Hospital will

sssime sols & complete responsibillty of the treatment & it's cutcoma & safety of the patient. and Koshika Foundation will have no role or responsibility
in fhe maller
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