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DECLARATION by APPLICANT: sifess 3RT wiwe) o

1} | hereby confinm that alt detads In this Form are True fo the best of my knowledge, Any faise stalement will render my Application & ongaing assistarce, it any,
liabla for resactionicancetiation,

2} | sniemnly conflem that assistance, if received from Koshike Foundation, will be used only for fhe “purpose”, as stated in this Form, foe which such assistance
wag reguesied by me.

3) | hereby confirm that | have nol & will nat in fulure, evall of rembursement, inpart or i Qull, from any other sourcalemployerinsurancs compary, of the amount
for which this assistance is requested
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AGREEMENT by APPLICANT (s g wut)

1) By sffixing my ‘signature or thumb impression on this Form, | {Applicant) hereby agree & suthorse Koshika Foundation and iU's Trustees o

uaepublishiput-upireproduce my name, address, phaio & delalls of the “purpose”, for which such assistance is requestedigranted, through any

medium, including bul not imied 1o verbal, print, electronic, for soliciing denations for Koshike Foundation and/or disseminating information sbout It's

sctivilies/achievements. Sueh use of my phita & detalls can be made by Koshika Foundation bafore or affar my treatment or fulfiment of the *purpose”
for which assisiance is being requested.

2) | (Applicant) furiner agree thal any such use of my name, address, pholo & details of Ihe "purpose”, for which such assistance is requesledigraniad,
wiil not automaticatly antithe me for receiving or continuing the sald sssistance. The declsion for granting andfor continuing the assistance will resi solaly
with the Truttees of Keshika Foundation, and their declsion Is this regard will ba final and acceptable to me.
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AGREEMENT by HOSPITAL (7= 5/ %)

By alfixing hareunder, signature of our Authorised Signatory for recommaending ihis casalpatient for financial assistance from Koshika Feundathan, we
[Hospital) hereby affirm & accept following:
1) tnot wa neliher are presently nor will in future svall of finencial sssistance from enother NGO o any other source, for the same patient/case, os we are

ing to get from Koshika Foundation, 1o the sxtent that such assistance is granted by Koshika Foundation, If the requested assisiance is nol grantad
by Koshika Foundstion, in pan or in full, then the Hospital reserves [Us right to make up the shortfall from another NGO or any other source. This
conflrmation essentially states that the Hospital will not avall any duplicate assistience for the same pabient/cose from any other NGO o any ofher source.
7 The assiatance from Koshika Foundation ks only financigl in nature. The choice of the reatmantiprocedure advisad/conducisd by tha Hospital an the

pellent, is based on the arangement betwean the patient & the Hospital, and |s in no way Influsnced by Koshika Foundation. Hance, the Hospital wil
assume sols & complate esponsibility of the treatmant & Vs outcoma & safety of the patient, and Koshika Foundation will have no role or respansibiity
in IHe malisr.
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