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DECLARATION by APPLICANT: WET% TAT Smom 33;

1) | ety confirm thal &l details in this Form are True to the best of my knowledge. Any false statemeant will render my Application & ongoing essistance, i any,
lishle for rejectionfcanceliation.

2] | salemnly confitr thal assistance, If mosived from Koshika Foundation, will be used only for the "purpase”, as stated in this Form, for which such assistance
wan requesied by ma.

3) | hereby confirm that | have not & will not in future, avail of rimbursement, in part o in full, from any cther source/employerfinsurance company, of the amount
for which this atcistance is reqoesied
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AGREEMENT by APPLICANT (e g %)

11 By affixing my signature or thumb Impression on this Form, | {Applicant) haraby agree & sulhorise Koshiks Foundation and it's Trusiess fo

uss/putiish/put-upireproduca my name, address. photo & detsils of the “pumosa”, for which such assistance is requestedigranied, (hrough any

medium, Including but not (imited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating Information about |t's

activilies/achisvements. Such use of my phato & delsils can be made by Koshika Foundalion before or after my tréatment or fufilmant of the “purpose”
for which assistancs (s baing reguesiod.

2) | (Applicant) further agree that any such use of my name, address, pholo 4 details of the *purpose”, for which such assistance ls requesied/grantad,
will net @tomaticslly entitie ma for receiving or continuing the sald assistance. The decision for granting and/or confinuing the assistance will rast solely
with the Trustess of Koshika Fourdation, and their decision is this regard will be final and acceplabla to ma.
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AGREEMENT by HOSPITAL (wegmel &1 &01)
By affiming haraunder, signature of our Authorised Signatory for recommanding this cass/patient for financial assistance from Koshika Foundation, we
{Hospitai) hereby affirm & sccept following.
1] thet we naithes are presently nor will in future svall of financial assistance from snother NGO or any ofher source, for the same patlent/case, a3 we are
requesting to gel from Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation. If the requested assislance is not granted
by Koshika Feundation, in part or in full, then the Hosplial reserves It's right lo make up the sharfall from another NGO or any other source. This
confirmation essantinlly states thai the Hospital will not avall any duplicate assistance for the same patienticase from any otfhier NGO or any other source
2) The assistance from Koshika Foundation |5 enly finencial In nature. The cholee of the eatment/procedurs advised/conductad by the Hosplial on the
patient, is based on the srrangement betwean the patient & the Hospital, and 15 in no way influencad by Koshika Foundation. Hanca, thi Hospilal will

essume sole & complete responsibliity of tha trestment & II's outcome & safety of the patient, and Koshika Foundation will have no role or responsibdity
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