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DECLARATION by APPLICANT. Spres gm wimm w:

1) | heratry confiem tal all delails In this Form ane Trug $o the best of my knowledge. Any falue sisinment will rendeér rmy Application & ongoing assistance. il ary,
lipbie for rejection/cancefintion.

2) | solemnly cordirm that nesistance, # received from Koshike Foundation, will b ussd anly for thie “purpese”, a6 stated in this Form. for which sboh sssistance

Wis requesiod by me-

) | heraby confiem that | ave nol & will not in future, avall of reimbursement, in part o in lull, om any ather soucafemployetinsurance company, of the amount

for which thiz nssistance i requested
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AGREEMENT by APPLICANT (smes g %)

1) By affixing my signature or thymb jmpression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustoes 1o
uneipublishipul-upiraproduce my name, addrass. pholo & delalis of the “purpose”, for which such assistance is requosted/granied, through any
medium, inciuding but pol imited 10 verbal, print, electronic, for soficiting donations for Koshika Foundation andlor disseminating information about It's
acivitles/achisvemants. Such use of my phota & detalls can by mate by Koshika Foundation befors or after my treatment or fulfiimant of the “purpose”
for which masistance is being requested

2) | [Applicant) Rurther agres that any such use of my name, address, pheto & dotails of the “purposs”, for which such assistance is requestedfgranted,
will not sulomatically entitle me for recaiving or continuing the sald assistance. The declsion for granting and/or continiing the ssstatamce will res! solily
with the Trustess of Koshika Foundation. and thelr decision |s this regard will b= final and soceplable o me
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AGREEMENT by HOSPITAL (W=m= §m #17)

By affixing hereunder, signalute of our Authorised Signatory for recommanding this casefpatient for financial assistance from Koshika Foundation, wae
{Hospital] hereby affirm & scoept following:

1) that we nedhar ate presently nior will In future avall of financial assistance from another NGO or any othar souroe, for the same patienlcase, as we ors
raquesting to gel from Kozhika Foundation, fo tha dxdient thal such assistance is granied by Koshika Foundation. If the requesied sssistance s not ganted
bty Koshika Foundation, i par or in 1ull, then the Hospital resesves (U's fght to make up the shortfsll frem anather NGO o any other sowce, This
confirmotion assantially statas that the Hospitel will not avall any duplicate sssistance for the same patlentcase from any other NGO or any other source.
2} The assintance from Koshika Foundation is only financial In nalure. The chaoloe of the tredtmentprocedune advisediconducied by ihe Haspital on the
patinnt, s based on the prrangement betwesn the patient & the Hospital, and is i no way influsnced by Koshika Foundation. Hence, the Hoapital wil
assumeE sole & complote responsibility of the treatment & it's outcoma & safely of the paben, and KoshiXa Foundation will have no robe of responiiiity
in the mnatler
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