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DECLARATION by APPLICANT: srées §nt =rom w1
1) 1 heretyy confirm that all details in this Form are True to the best of my knowledge, Any false statement will render my Application & ongaing assistanca, if any,
lisbie: for rejection/cancaliation.

2) | sniamnly confirm that assistance, if moeived frum Koshika Foundation, will be used only for the “purpase”, as stated in this Form, for which such assistance
was requestied by mo

3) 1 hereby confirm it | have not & will not in future, avail of reimbursemant, in part of in full, from any other sourceiemployerfinsurance company, of the amount)
for which Ihis assictance s mguesied
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AGREEMENT by APPLICANT |smiEs g %70)

1) By offising my 'signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustees lo
usalpublish/put-up/reproduce my neme, Bddress, photo & detads of the "purposa’, for which such assistance is requestedigranted, through any
medium, Including but not mited to verbal, print, electroniz, for soliciting donations for Koshika Foundation andfor disseminating information about it's
atlivillesiachisvamants, Such use of my photo & dalails can be made by Koshika Foundation bafors or aftar my treatmant or fulfilmaent of Ihe “purpase”
for which assistance is being requesiod.

21 1 (Applcant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistanca |8 requested/aranted,

will not aulomatically entitte me for recelving or continuing the sakd assistance. The decision lor granting and/er continuing the assistance will rest solaly
with the Trusiess ol Koshika Foundatkon, and thair dacision is thiz regard will be final and acceptabla 1o me.
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AGREEMENT by HOSPITAL (werme gF1 %)
By affixing harsunder, signatura of our Authorised Signatory for recommending this case/patient for financial assistanca from Koshika Foundation, we
[Hospitai) heroby afflrm & accepl following:
1) that wir relther are presently nor will In future avall of financlal assistance from another NGO or any other source, for the same patienticase, as we are
faguesting to gat from Koshike Foundation, 1o the axtent that such assistance is granted by Koshika Foundation, If the requesled assisiance & not granted
by Moshika Foundation, in part or in full, then the Hospital reserves iU's righl to make up the shartfall from anather NGO or any other source. This
confirmation essentiely states that the Hospital will ot avall any duplicals sssistence for the same patienticase from any other NGO or any other souros
2} The assislance from Koshika Foundallon |s anly financial In nature, The cholcae of the treatment/procedure advised/canducted by the Hospital on the
patient, 8 based on tha arrangement batween the patlent & the Hosplial, and is in no way Influenced by Koshika Foundation, Hanca, the Horpital will

assume sols & complala respansiblily of the treatment & [('s culcoma & safely of the patlant, and Koshika Foundatlon will have na role of responsibility
in the matter.
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