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DECLARATION by APPLICANT: S5%% T Wi e

1} | hereby confinm that il detals in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
linbls for rejactionicancellation.

2} 1 smlermnly confirm thal assistance, if recsived from Koshiks Foundation, will be used only for the “purpese”, as stated in thia Form, for which such assistance
W3S requestad by me

3) 1 herety confirm thet | have not & will no in future, avail of reimbursemant, in part of in full, frem any ather sourcelemployerfinsurance company, of the amount
for which this assisionee is requested
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AGREEMENT by APPLICANT (s 2 W)

11 By alfiing my signature of thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and i's Trustees io

usa/publishiput-upireproduce my name, address, photo & details of the “purpese”, for which such assistance |s requestadigranted, through any

medium, Including but not imited 1o verbal, print, electronic, for soliciing donations for Koshika Foundation andior dissemingting Infarmation about it's

activities/achisvamants. Such use al my pholo & detalls can be made by Koshika Foundation before or afler my treatment or fulfiiment of the *purpose”
for which assistance is being requesied,

2] | [Applicant) further agree that any such use of my naime, addrees, pholo & details of the "purpose”, for which such sssistance |s requestadigranted,
will nol sutomalically enliiis me for receiving or continuing the said assistance. The dechsion for granting and/or continuling the assistance will rest solely
with the Trustess of Kashika Foundation, and thatr decision is this regard will ba final and acceptatie 1o me
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AGREEMENT by HOSPITAL (e T %T1)

By affixing hereunder, signature of our Autherised Signatory for recammanding Uhis case/patient for financial assistance from Koshika Foundation, we
{Hospilsl) hereby sffirm & accept following:

1] that we nelther are prasanily nor will in fulure avail of financial assistance from another NGO or any ather source, for the same patient/case, B wea Bra
requesiing 1o gel from Keshika Foundation, 1o the extent that such assistance is granted by Koehika Foundation. If the requested assistance is not grantad
by Koshika Foundation, in part or |n full, then the Hospital reserves |t's right to make up the shartfall from enather NGO or any other source. This
canfirmation essentiglly states that the Hospital will not avail sny duplicale assistance for the sama patianticase fram any other NGO or any othar sourcs
2} The assistance from Keshika Foundation is only financial in nalure. The choice of the treatment/procedure advised/tonducied by the Hospital an the
patiant, is bassd on Ihe arrangement between the pafient & the Hospital, and |s1n no way Influenced by Koshika Foundation. Henca, the Hoepltat wil
assume sole & complete responsibility of the ireatment & IV's oulcome & safaly of the patient, and Koshika Foundation will have no role of resporsibility
in th mattar
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