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DECLARATION by APPLICANT: 2Wiss ERT ¥ 73

1)1 hereby confirm that all detnds in this Form &ne True to the best of my knowladge. Any talse statement will render my Application & ongoing assistance, i any,
liable for repection/cancellalion

2) |-solemmily confirm that asstetance, if received from Koshika Foundstion, will be used only for the “purpose’, as stated in this Form, for which such assistance
way requested by ma

3] | haraty confirm that | nave not & will nat i fulure, avad of resmbursement, in part or in full, from any other sourca/employerinsurance company, of the smount
far which this assistance = requesisd
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AGREEMENT by APPLICANT (s g %)

1) By aflixing my signalure of thumb Impression an this Form, | (Applleant) hereby agree & auihorise Koshika Foundation and |i's Trustees 1o
usa/publtsh/put-upireproduce my name, address, photo & detaifs of Iha ‘purpose”, for which such assistance is requasted/grantsd, through any

maedium, including but nat limited to verhal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

acthvillesfachiovements. Such use of my photo & detalls can be made by Koshika Foundation bafore or after my treatment or fulfilment of the "purposa”
for which sssistants is belng requested.

2} (Applicant) further agree that any such use of my nama, address, photo & detalls of the "purpose”. for which such assistance i requestedigranted,
will nat automatically antithe me for recelving or continuing the said assistance. The declsion for granting andfor continuing the assistance will rest solaly
with he Trustses of Koshika Foundation, and (helr decislon is this regard will be final and acceplable to me.
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AGREEMENT by HOSPITAL (wemm §m )
By aflixing hereundar, signature of our Authorised Signatory for recommending this casaipatient for firancial assisiance from Koshika Foundation, wa
{Hospital) hereby affirm & accepl lollowing:
1) that we neither are prasantly nor will in future avail of financlal assistence from another NGO or any other source, for the same patient/case, as we are
requasting 1o gel from Koshika Foundaticn, 1o the extent that such assistance is granted by Koshika Foundation. If the requesied assisiance is not granted
by Koshika Foundation, in par or in full, then the Hospital reserves iU's fAght to make up the shartfall from enother NGO or any other source. This
canfirmalion essentlally states that the Hospital will nat avell any duplicate assistance lor the same patient/case from any other NGO or any other source
2} Tha assistance from Koshika Foundation is only financial in netura. The cholce of the teatmentiprocedurs advisediconductad by the Hospital on tha
patient, s based on he arrangement belween he pallont & the Hospital, and |8 In no way Influsnced by Koahlka Foundation, Henca, the Hospilad will

assume sole & complete responsiblity of the treatment & It's culcame & safety of the patient, and Koshika Foundation will heve no rele or responsibility
in e maltar.
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