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DECLARATION by APPLICANT: PSS B0 W w9

1) | heraby confirm that afi details in this Form are True fo the best of my knowledge. Any false statemant will render my Application & ongolng assistance, i any,
liable for neaction/cancalbation

2 | solemnly canfiom that assistance, if received trom Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such assistance
was raguaaied by me.

) | hereby confirm that | hava not & will not In future, avail of reimbursemant, in part or in full, from any other souresfemployaninsurance company, of the amdoun]
for which this assistancs is requested.
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AGREEMENT by APPLICANT (st @0 511)

1} By aMfixing my signature o thumb impression on this Form, | (Applicant) hereby sgree & authorise Koshika Foundation and It's Trustees la

useipublishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance ls requested/grantad, through any

madium, Including but not imited 1o verbal, peint, electronis, for soliciting donations for Koshika Foundation endior disseminating information about It's

aciviliesiachievemenls. Such use of my photo & detalls can be made by Koshika Foundation before of after my Ireatment or fullfiiment of the “purpose”
fer which assistance ks baing nequesied.

2) | {Applicant) luither agrea that any such uvse of my name, sddress, photo & detalls of the “purpose”, for which such sssistance is requestad/granted,
will nol aulomatically entitla ma for recelving or continuing the said assistance, The decision lor granling and/or conlinulng the assistance will rest solely
with the Truelees of Koshika Foundation, and thelr decision is this regard will ba final and acoeptable to me.
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AGREEMENT by HOSPITAL (wrms §m W)
By affxing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assisiance from Koshika Foundation, we
(Hospital) hereby affirm & sccept following:
1] that we: neither are presently nor will in future avall of financial asskstance from another NGO or any other source, for the same patient/case, as we are
raquesting to gel from Koshlka Foundation, lo the exient that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, In part o in full, then the Hospital reserves iUs right 1o make up the shortfall from another NGO or any other source, This
confirmation essantially states thal the Hospltal will net avall any duplicate sesistance for the same patient'case from any other NGO o any ather sourcs.
2} Tha assistance from Koshika Foundation is only financial in nature, The choice of the trestment/procedure advisediconducted by the Hosplial on tha
patignl, Is based on the srangement betwesn the patient & the Hospital, and s In no way influenced by Koshike Foundation. Hence, the Hospital will

assume sole & complete responelbliity of the freatment & it's outcome & safety of ihe patiant, end Koshika Foundation will hiave no role or regponsibility
in the matier.
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