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DECLARATION by APPLICANT: W= SR =mm wa:

1) | heroby coniinm that &l detads in this Form are True 1o the best of my knowledge. Any false statement will render my Apglicafion & ongoing assistance, if any,
libda for rejection/cancallation.

2) | selemnly confirm that sesistance, If recalved from Koshika Foundation, will be used only for the "purpese’; 2s stated in this Form, for which such assistance
was requesiad by ma

3) | hereby confirm thet | have not & will not in future, avall of rembursement, In pan or in full, from any ather sburcelemployerfinsurance company, of the amount
for which this assistance is requested
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AGREEMENT by APPLICANT (smew m %)

1) By affixing my signaturs or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Faundation and it's Trustess 1o
usedpublishipul-upiraproduce my name, address: photo & detsiis of the “purpose”, for which such assistance s requesisdigraniad, through any
miedium, inchiding but net limited to verbal, print, electranic, for soliciting donatians for Keshika Foundation andfor disseminating information about It's
aclivities/achievemnants. Such use of my pholo & details can be made by Keshika Foundstion bafors or after my treatmaent or fulfilmant af the ‘purpese”
for which assistance s baing requesied,

2) | (Applicant) funther aares that any such use of my name, address, photo 4 detalls of the “purpose”, for which such assisiance is requested/grantod,
will nat sulomatically enlitle me for recaiving or conlinuing the sald assistance. The declsion for granting and/or continuing the assistance will res! solaly
with the Trustees of Koshika Foundation, and thair decision is this regard will be final and acceptable o ma.
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AGREEMENT by HOSPITAL [wmar g0 %uT)
By affizing hergunder, signature of our Authorised Signalory for recommending thig case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:
1) that we neither are presantly nor will in future avall of fnanclal assistance from another NGO or any ather source, for the same patientcase, as we g
raguesting 1o gel from Koshike Foundation, to the extent that such assisiance s granted by Koshika Foundation. If the requested assisianca is nol granted
by Kashika Foundatian, In part of In full, then the Hospital reserves It's right to make up the shartfall from ancther NGO or any other source. This
canfirmation sssantialy siates thal the Hospital will not svall sny duplicate gssistance for the same patienticase from any othar NGO or any olhar source
Z) The assistance from Koshika Foundation is only financial in neture. The chokoe of the ireatmentiprocedure advised/conducied by the Hospital on the
patianl, is based on the arrangemant batwesn the patient & the Hospltal, and Is in no way influsnced by Koshika Foundation. Henca, the Hospital will

assume sole & complate responsthility of the ireatment & (t's outcome & salety of the pallent, and Koshika Foundalion will have no role or responsibiiity
in the matter,
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