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BASIS for REQUESTING ASSISTANCE (Tick whichever Is spplicable)
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DECLARATION by APPLICANT; ST GHT Wy w;
1) | hereby confirm mat al detads in this Form are True 1o the bast of my knowtedge. Any false statemant will render my Application & ongeing assistance, if any,
Kable lor miacticn/cancailaton,

23 1 solemnly confiem that assstance, If recelvexd from Koshika Foundation, wil be used only for the “purpose”. as stated in this Form. far which such aesistance
was requasied by ma.

3] | hereby confirm that | have not & will not in fulure, avall of reimbursement. in par or in full, from any olher sourcelemployedinsirnce company, of the amount
for which this atsistance i3 requesied.
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AGREEMENT by APPLICANT | seets g1 %777)

1) By affixing my signaiure o thumb imoression on this Form, | (Agplicant) hereby agree & authorise Koshilka Foundation and if's Trustees o
usal/pubiahipul-upireproduce my name. addreas, photo & detalls of the “purpose’, for which such assistance |s requested/granted, iough any
medium, including bul nol fimied 1o verbal, prinl, slecironic, for soliciting donalions for Koshike Foundation andier dissaminaling infoermation about If's
activities/nchievemants. Such use of my pholo & delalts can be made by Keshika Foundation bafore of after my reatment of Tulfimant of the “purposs”
fior which assistance is being reguesiod.

2) | (Applicant) lurther sgron that any such uss of my name, addreas, pholo & details of the ‘purposs”, for which such assistance is requested/granted.
will not automatically entitle me fof roceiving or conlinuing the said assistance. The decision for granting and/or continuing e assistance will rest solely
with the Trustees of Koshika Foundation, and their decision ks this regard will be final end acceptable to me
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AGREEMENT by HOSPITAL (r=m@ g0 =11)

By afficing hereundet, signature of our Authorised Signalory for recommending this case/pationt for linancial assistance from Koshika Foundation, we
(Hospital) heretry affirm & accept following:

1) that we neither are prasently nor will in future svall of financial asaistance from another NGO or any other sourca, for the sama patienlcasn, o8 we ore
requesting 1o ge! from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundallon, in par or in full, then the Hoapital reserves It's right lo make up the shonfall fram snather NGO of any ofhef source. This
confirmation essantially staies that the Hosptal will not avel any duplicate sssistance for the same patienticass from any ciher NGO or any other source
2) The assisiance lrom Koshika Foundat|on is only financial in nature. Tha cholcs of the treaiment/procedure sdvisedioonducted by the Hospilal on the
patient, is based on the smengement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
stsume sole & complete responsibiiity of the treatmant & iUy outcome & safiety of the patient, and Koshika Foundation will have no rola of fesponsitility
in the matiar
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