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DECLARATION by APPLICANT. SRR ST WI9on 9

1) | nerelry confirm that all detads in this Form are True 1o ihe best of my knowlooge, Any false statement will render my Application & ongolng assistance, i any,
kb for rejection/cancallation.

2} | slemnly confirm that asslstance, if moeived from Koshike Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was requested by me

3} | heraby confirm Hat | nave not & wifl not in fulure, avadl of resmbursemant, in part or in full, from any ofher sourca/empoyeringurance company, of the amoen
for which this aesistance is reguested
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AGREEMENT by APPLICANT (smamw gro wav)

1) By affixing my signature or thumb impression on this Form, | {(Applicant) hereby agree & suthorise Koshika Foundation and It's Trusless 1o

usepublishiput-upireproduce my name, address. phato & detalls of the “purpose”, for which such assistance is requestedigranted, through any

medium, inchueding bul nat limited to verbal, print, electronic, for soliciting donations for Koshike Foundation and/or disseminating information about ir's

activives/achiovemants. Such use of my photo & details can be mada by Koshika Foundation bafore or after my treatment or fulfliment of the "purpose”
for which assistance is being requested.

2) | {Applicant) further agree that any such use of my name, address, pholo & detalls of the "purpose”, Tor which such assistance s requasted/granted,
will netl sulomalically entithe me lor receiving or continuing the sald assistance. The dacislon for granting and/or continuing the esaistance will rest solely
with the Trustess of Koshika Foundation, and their decision is this regard will be finsi and scoeptable 1o me.
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AGREEMENT by HOBPITAL (wems gm =wt)
By affixing hersunder, signatuwe of our Authorised Signatory for recommending this case/patient for fingncial assistancs from Koshika Foundation, we
{Hozphtal) hereby affirm & accept following:
1] thiat we nelther are presantly nos will In future avall of financial asslstance from anglher NGO or any other source, for the same patlent'case, s we sre
requesting 1o gal from Koshika Foundation, 1o the extant that such assistance is granted by Koshike Foundation. If the requested assistanca ts nol grantad
by Koshika Foundation, In part or In full, then the Hospltal reserves IU's right io make up the shortfall from another NGO or any ather source. This
confirmation essantially sates that the Hospital will not avail any duplicate assistance for the sama patienticass from any olher NGO or any other sourcs.
2} The assistance from Koshiika Foundation s only financial in nature. The choice of the tremtment/procedure advisediconduciad by the Hospital on the
patient, is basad on the srangement batwsen the palient & the Hoepilal, and (s in no way influenced by Koshike Foundation. Henca, the Hospital will

assuma sole & complele responsibility of the treatmant & Il's oulcome & safely of the patient, and Koshiks Foundalion will hava no role or raspansibility
it miaitar.
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