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DECLARATION by APPLICANT, smics gm shom v
1) | heraby canfirm thal all details in this Form are True 1o the best of my knowiedge. Any false statement will rendsr my Application 4 ongoing assistance, if any,
Habie for refection/canceliation.

Z) | salemnly confirm that assistance, If received from Koshika Foundation, will be used only for the *purpose”. as stated in this Form, for which such agsistance
wis raquested by me.

3) [ harebyy confirm that | have not & will not in fulure, avail of reimbursemant, in part or in full. from eny ather sourcefamployerfinsurarics company, of the amaunt
lor which this assstnnce is reguestsd.
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AGREEMENT by APPLICANT ( sties 20 %1

1) By afliving my signature or thumb Impression on this Form, | {Apglicant) heroby agree & authorise Koshlka Foundatian sng I1's Trustees to
ute/publshipul-uplreproduce my name, address. photo & details of the “purpose”, for which such pssistance is requesiadigranied. thraugh any
rredium, inciuding bul pol limited to verbal, print, electronic, for soliciting donations for Koshiks Foundation and/or dissaminaling information about it's
sclivilies/achievements, Such use of my photo & details can be made by Kashika Foundation befors or afiar my treatmant of fulfitmeant of the “purpose”
for which assistance s being requested.

2] | (Applicant] further agree that sny such use of my name, address, photo & delalls of ihe "purpose’, for which such-assistance is requestedigrantsd,
will not aptomatically enlitle ma for recalving o continuing the said assistance, The decision for granting and/or continuing the assistance will rest solsly
with the Truslees of Koshika Foundation, and their decision is this regard will be final and acoeptable to ma.
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AGREEMENT by HOSPITAL (wvpm R &)

By afficing hareunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshil & Foundation, we
{Hospital) hersby affirm & accepl loflowing:

1) thal we neeither are presantly nor will in future avall of financial assistance from anolber NGO ar any other source, for the same patientcase, as we ane
requesting 1o get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requesied assisliance is not granted
by Koshika Foundstion, in pat of In full, then the Hospital reserves it's right 1o make up the shortiall from another NGO or any ather source. This
confirmation essantially states that the Hospital will not avail any duplicate assistance for the same patishVcase from any olher NGO or any other source
21 The assistance from Koshika Foundation is only financial in nafure. The choice of the treatment/procedure advisediconduciad by the Hospital an the
patignt, lv based on the arrangement batween the patient & the Hospital, and s in ho way Influenced by Koshike Foundation. Hence, the Hospital will
assume solo & complets responsibliity of the treatmant & it's oulcome & safety of the palisnt, Bnd Koshika Foundation will have na rela or responsibility
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