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DECLARATION by APPLICANT: STww rd = 7a:

1) | hereby confirm that all detads in this Form are True 1o the best of my knowledga . Any false statement will render miy Application & ongoing assistance, i any,
linble for rejection/canceiiation.

2 | solerhndy confirm that assistonce, if recelved from Koshika Foundation, will be used only lor the “purpose”, as stated in this Form, for which such essistance
was requasiad by me.

31 | heareby confirm that | fave ne & will nat in fulure, dvail of reimbuersemarnt, (0 padd of 0 full, from any ather sourcelamployeninsurance company, of the amount
far which this assistance & reguesied
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AGREEMENT by APPLICANT (e o0 ®01)

1) By affixing my signature or thimb impresgion on this Form, | (Applicant) herahy agree & suthorise Koshika Foundation and If's Trustees o
usepublishiput-upireproduce my name, address, photo & detsits of the *purpose”, for which such essislance is requestedigranted, through any
medium, including tbul not limited 1o verbal, print, electronic, for sollcliing donations fot Koshika Foundation andfor disseminating Information about it's

activitieslachigvemants. Such use of my phols & defalts can b made by Koshika Foundation before or after my trealment or fulfiimant of the *purposa”
for which assistence = being reguesied.

2) | (Applicant) further agres that any such use of my name, address, photo & delalls of the “purpose”, for which such assmtance la requestedigranted,
will nol sutomatically entitie me for recaiving or conlinuing the said assistance. The decislon lor granting andior conlinulng the assistance will resl solaly
wiln the Trustees of Koshika Foundalion, and their decision is this regard will be final and acceptabla 1o me.
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AGREEMENT by HOSPITAL (¥wrE §/m %)
By affiulng hereunder, ssgnature of our Authorlsed Signalory for recommending this caselpatiant for financial assistance from Koshika Foundation, wa
{Hospital) keraby aflirm & accept following:
1] that we nedther are oregantly nor will in futwre avall of financial pesistance from another NGO or any ather source, for the same patient/case, as we &re
ragquesting to gel from Koshika Foundation, io the extant fhat such assistance Is grantad by Koshika Foundation. If the requesied assisiance is nol granted
by Koshika Foundation, in part orin full, then the Hospital regerves it's right (o make up the shartfall from enother NGO or any other source, This
confirmation essantially states that the Haspital will not avall any duplicats assistance for the same patient/casae from any other NGO or any other sourca.
2) The assistance from Koshika Foundalion is only financial in nature. The chaice of the reatment/procedure advised/conducted by the Hospital on the
potient, is baved on the arrangement botwean the patient & the Hospital, and isin no way influenced by Koshiks Foundation. Hanca, ths Hoapiial will

assume sole & complete responsibifity of the treatment & It's oulcome & safety of the patient, end Koshika Foundation will have no role or responsibility
in e matier.
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