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DECLARATION by APPLICANT. 3T5%% TR Whpwm T3:

1] | hersby confitm thal all details in this Form are Troe to the test of my knowledge, Any Talse stalement will render my Application & ongoing assistanca, If any,
Jimtie for rjectionfcanceliation,

2) | wolgmnly confirm that sssistance, if recelved from Koshika Foundstion, will be used only for the "purpose”, s staled In this Form, for wiich such assistance

wis requested by me

) | hereby condiem at | have not & will not in fture, avail of reimbursemant, in past of in lll, from any othsr sourca/employerinsurance company. of the amount
for which thee assistancs s requested
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AGREEMENT by APPLICANT ( 57 gl W)

1) By affiing my signalure or thumb impression on this Form, | (Applicant) hereby agree & authorse Koshika Foundation and it's Trustees 1o

usepubllsh/put-upireproduce my name, address, pholo & details of the “purpase’, for which such assistance s requested/granted, through any

mediim, Including bul nat limited o verbal, prinl, slectronic, for soliciting donations for Kashika Foundation and'or dissaminating infarmation about i's

setivities/schisvemants. Such use of my photo & details can be made by Koshika Foundation before or after my treatmant or fulfiiment of the “purpose”

for which assistance is being requested.

2) | (Applicant) furher agrea that any such usa of my name, address, phaln & details of the "purpose”, lor which such essistance is requested/granted,

will nol sutomatically entitle me for receiving or conlinuing the said asskstance. The deécision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundaticn, and their decision Is this regard wiil be final snd acceplable o me.
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AGREEMENT by HOSPITAL (F+s §M W)
By alfixing bereunder, signalure of sur Authorlsed Signalory for recommanding this casefpatient for financal assistance from Keshika Foundation, we
{Hospiad) hereby affirm & accepl following:
1) that we neilher are presenlly nor will in fulsre avail of financial assistance from another NGO or any ather source, for the same patienticass, a3 we are
raguesting 1o gl from Kashika Foundation, 1o the axtent thal such assistance is granied by Koshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part of in full, then the Hospltal ressrves iUs right 1o make up the shartfall from another NGO or any othar sourca. This
confirmation essantially states that the Hospital will not sviadl any duplicate essistance for the sama patienlcase from any other NGC or any other sourge,
2] The azsistance from Koshika Foundation is only financial In nature. The choice of the restment/procedura advisediconductad by the Hospits! on the
pailent, is based on the srrengemeant betwean the patiant & the Hospital, and is in ng way Influenced by Koshike Foundstion. Henoe, tha Hospital will

assume sola & complsts responsibiity of the treatment & II's outoome & safaty of the patienl. and Koshike Foundation will have no role or respansibility
in the matter
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