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BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
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DECLARATION by APPLICANT: s o0 Sy o9;

1} | hereby confirm that all detalls in this Form are True o the best of my knowledge. Any false statemant will render my Application & ongaing assistance, i any,
fahile for rejection/cancedlation

2) 1 solemnly eonfirm that assistance, | recelved frum Koshike Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistancn
was requesied by ma .

3) | hersty confirm that | have not & will nat In luture, avail of mimbursament, in par or in il from any other sourcefemployerinsurance company, of the amount
for which this assestance & reguested.
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AGREEMENT by APPLICANT (s gn #40)

11 By affixing my signature or thumb impression on this Form, | (Applicant] hereby agree & aulhorise Koshika Foundation amd i's Trustess to

uzaipublishiput-uplreproduce my name, address, photo & datalls of the "purpose”. for which such assislance s requestedigranted, thiough any

medium, Inchuding bul rol lmited 1o verbal, print, electronic, for soliciting dorations for Koahika Foundation andior disseminating Information aboul ii's

activilles/achisyvemenis. Such uss of my pholo & details can be made by Koshika Foundation befiore or after my treatment or fullliment of tha *purpasae”
for which assistanos s baing requesied.

2) | [Apphicant) further agres that any such use of my name, address, photo & details of the "purposs”, for which such assistance is requesiedigranted,
will rot sutomatically entitle ma for receiving or continuing the said assistance. The decision for granting andfor continuing the assistance will rest solaly
with tha Trustees of Koshika Foundation, and their decision is this regard will be final and acceplatble 1o me,
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AGREEMENT by HOSPITAL (F&mm T/ %)

By affiing hessunder, signature of aur Authorised Signatory for recommeending this cosefpatiant for financial assistance from Koshika Foundstion, we
(Hrspita!) hershy affirm & accept following:

1) thist wi neither ae presently nor will in fulure avall of finencisl assistance from another NGO or any other source, for the same patienlcase, as we are
requesting to get rom Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation. If the requested assistance is nol grantad
by Koshika Foundation, in part or in full, then the Hospdtal reserves (Vs rght 1o make up the shortfall from anolher NGO of any other saurce. This
canfirmation essantially states that the Hosplial will not avall any duplicate assistance for the same patient'cass from any other NGO or any othar source
2) The assistance from Koshiks Foundation is only financial in nature. The choice of the testment/procedune advisediconducted by the Hosplial on the
patlent. Is tased on the arrangement botwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation, Henca, the Hospital will

assume sola & complete responsibliity of the treatment & Il's outcoma & safety of tha patient, end Koshika Foundation will have no role o responaibility
ifi tha matiar.
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