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DECLARATION by APPLICANT. SIESH B0 Somm w3:

1} 1 herety condfirmn that 8ll detalls in this Form are True 1o the best of my knowiedge, Any false statemant will render my Application & ongoing assistance, if any,
liztle for reaction/cencedlation

2) 1 polemndy canfirm that assistance, i recelved from Koshika Foundstion, will be used onty for the “purpose’, as stated in this Form, for which such assistance
was requasied by ma.

) 1 hereby confirm that | have not & will not in future, availl of reimbursement, In part or In full, from any ather sourcalemployerdnsurance company, of the amaount
for which this assistanes is requssted
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AGREEMENT by APPLICANT (swes g %)

1) By afftiing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and I('s Trusizas to
usapubiishiput-upireproduce my name, address, photo & details of the “purposa”, for which such assistance is requested/granted, through any
medium, Including but not limited to verbal, print, electronic, for soliciting donatlans for Koshika Foundation andfor disseminating Information about It's
activites/achiovemants. Such use of my phato & delails can be made by Koshika Foundstion before or after my trestment or fufilment of the “purpose”
for which assistance s being requeslad.

2} | (Aoplicant) further agree that any such use of my name, address, photo & details of the “purpose’, for which such assistance Is requastedigranted,
will nel aidomatically sntitle me for receiving or continuing the said assistance. The decision for granting endior conlinuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their declzion ks this regard will be final and acceptable o me.
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AGREEMENT by HOBPITAL [¥wmaAm g %)
By affining hereunder, signature of our Authorlsed Signatory for recommending this casa/patient for financial assistence from Koshika Foundation, we
(Hospita!) heraby affirm & accept following:
10 that we nelther ans prasently nor will in fulure avall of financial asslstanos Irom another NGO or any other source, for the same palient/case, as we ara
requaosting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assitancs is nol grantad
by Koshika Faundation, in part or in full, ihen the Hospital reserves it's right to make up the shorifall from another NGO or any other source. This
confirmation essenlialy steies that the Hospital will nol avail any duplicata sssisiance for the sama palient/case from any other NGO or any other sourcs
2) The assistance from Koshika Foundation is anly financial in nature. The choice of the ireatment/procedure advised/conducted by the Hospilal on the
pathant, is based on the arrangamaent between the patient & the Hospital, and s in no way influenced by Koshlka Foundstion. Hance, the Hospital will

ssuuime sole & complete responsibility of the treatment & it's culcome & salety of the patient, end Koshika Foundalion will have no rols or responsibility
in tha matiar.
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