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DECLARATION by APPLICANT: 39 BRT =nm wm:

1) | nerebry confirm that all detads in this Form are True 1o (he best of my knowleage, Any false stalement will rendar my Apphication & ongoing assistance, if any,
sbie: for rejectionfcanceliation.

2) | spdemnly confirm that assistance, f received from Koshike Foundation, will be used only for the “purpose”, 83 stated in this Form, for which such assistance
was raquestad by me

3} | herety confierm that | have not & wall not n futere, avail of reimbursement, 0 par or in full, from any ofer sourcelemployeriinsurance company, of the amount
e which this assistance is reguesied
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AGREEMENT by APPLICANT (smiew gin ®11)

1) By affixing my signalure or thumb impression on this Form, | (Applicant) hereby agree & authoriss Koshika Foundation and I1's Trustees 1o
usefpublish/put-up/reproduce my name, address, photo & detais of the “purpese”, for which such assistance is requesladfgranted, through any
medium, inchuding bul net imited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andfor disseminating information sbout it's

aclivillesiachisvamants. Such uss of my phata & detalls can be mada by Koshika Foundation bafare or after my treatment or fulfilment of the purposs”
for which assstance s baing requesiad.

2§ | (Applicant) further agres that any such use of my name, address, photo & detalis of the “purpose”, for which such assistance is requested’grantad,
will ol sulomatically entitle me for rroliving or cantinuing the said assistance. The deciskon far granting and/or continuing the assistance will rest solaly
with the Trusteas of Koshika Foundalion, and thelr decision iz Ihis segard will be final and scceplable io me:
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AGREEMENT by HOSPITAL (W@ g Wim)
By affxing haraunder, signatune of our Authorised Signalory for recommending this casalpatiant for financial assistance from Koshika Foundation, we
(Hospitai] hereby affirm & accept foflowing:
1) that we nefiher are presently not will in fulure svall of financial assistance from another NGO or any other source, for the same patienticase, as we ara
requesting to gel from Koshika Foundation, 1o the exiant that such assigtance is granted by Koshika Foundation, If the requested assistance is not grantad
by Koshika Foundation, in parl or in full, then the Hospltal reserves it's right i make up the shortfall from another NGO or any other source. This
oonfirmaton essentially states thal the Hospital will not avall any dupllcate assistanca for the same patienticass from any other NGO or any other source
2] The assmstance from Hoshika Foundation ks only financial In nature, The cholce of the ireatment/procedure advisediconductad by the Hosplial on the
patiant, is basad on the amangement betwasn the patient & the Hoapital, and is in no way influenced by Koshika Foundation, Hence, the Hosgpital will

assume sole & complets responsibility of the treatment & it's outcome & safety of the patient, and Koshiks Foundation will have no role of mespans|bility
im the matier.
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