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DECLARATION by APPLICANT: 5w Em1 S v;

1)1 hereby confirm that all details in this Form are True to the best of my knowledge Any false statement will render my Application & ongoing assistance; if any,
linble for rejection/cancallation

21 1 solemnly confirm thal assistance, if received from Koshiks Foundation, will be used only for the "purpose”, as stated in this Form, for which such assistance

was requesied by ma.

3} | hereby confirm that | have nat & wall not in tulure, avail of reimbursemant, in part or in full, fram any other sourcelamployerfinsurance company, of the amount
for which this essmiance i reqoesied
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AGREEMENT by APPLICANT (s g0 o)

1] By affiking my signature or thumb impression on this Form, | (Applicant) hereby agros & authorise Koshika Foundation and It's Trusizes to
uee/publish/pul-up/reproduce my name, address, pholo & details of the “purpose”, for which such assisiance is reguesied/granted, through any

medium, including bul not limited to verbal, print, electronic, for saliciting donatlons for Koshika Foundation and/or dissaminating informetion sbaul it's

aclivitiesfachievemenis. Such use of my photo & details can be made by Koshike Foundation befors or after my treatmant or fulfiment of the “purposs”
fer which assistanas is being requasted

21 | (Applicant) burthar agree hal any such use of my name, address, pholo & detsits of the *purpose”, lor which such assistance s requested/granted,
will not autamatically entitle me for receiving or conltinuing the said aesistance. The decision for granting and/or continuing the assistance will rest solaty
wilh e Trustees of Koshika Foundabon, and their declsion s this regard will ba final and acceptabls to me.
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AGREEMENT by HOSPITAL (W BRI W)
By sffizing hereunder, signalure of our Authorised Signatory for recommaending this case/patient for financlal assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:
1] trmd we nglihes are presently nor will in fulure avail of financial assistance from anotier NGO or any ather source, for the same patient’case, 85 wa are
requesting 1o gel from Koshika Foundation, (o tha extant thal such assistance s granied by Koshika Foundation. If the requestad assigtance s not granted
by Kashika Foundation, in parl or in full, then the Hospitel reserves it's rfight to make up the shortfall from anather NGO or any olher source, This
confirmation essantially states that the Hospital will not avail any duplicate asststance for the sams patienticase from sny other NGO or any other sowrme
) Thi assistance from Koghika Foaundation is only financial in nzture, The choice of the ireatment/procedure advised/conducted by the Hospllal on thi
patiant, s based on the aangemant batwesn the pattent & the Hospital, and is in no way influenced by Koshika Foundation. Hencs, the Hoapital will

BesUME s0i8 & complets repansibility of the treatment & It's outcoms & safety of the patient, and Koshika Foundation will have no robe or responsibiiity
in the matter.
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