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DECLARATION by APPLICANT: ST i S 79;

1) | hereby confirm thaf @l details in this Form are True to the best of my knowledge. Any false stalement will render my Application & angolng assistanoe, If any,
linble for reigction/cancellation,

2) 1 sokeminly confirm fhal assistance, If recetved from Koshika Foundation, will be used only for thve “purpose”. as steted in this Form, for which such assistance
wars requested by ma

3 | haratry eonfiem fhat | have not & will not in future, avail of reimburssmant, in part or in full, from any other sourcelemployerfinsurance company, of the amount
for which this sssetance = eguested
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AGREEMENT by APPLICANT (smi=® g0 %41)

1) By affixing my signature o umb impression on his Fonm, | (Applicent) hereby sgree & authorise Koshika Foundation and i's Trigtess ta

usirpublishiput-upireproduce my name, address, photo & detalls of the "purpose”, for which such assistance is requested/granted, theeugh any

medium, including but not imited 1o verbal, print, electronic, for soliciling donations for Koshlka Foundation andlor disseminating information about it's

sctivities/achievements. Such use ol my pholo & detalis can be made by Koshika Foundation before or after my treatment or fulflliment of the “purposs”
for which asslstance is baing reguesisd.

2} | (Applicant) further agres that any such use of my name, address, photo & details of the "purpese”, lor which such asslstance is requesiedigranied,
will ol sutomatically antitls me lfor receiving or continuing (he said sssistance. The decision for granting and/or continuing the assistance will rest soiely
with the Trugiees of Koshika Foundation, and thelr decislon is this regard will be final and accaptable (o me.
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AGREEMENT by HOSPITAL (wrmm Tm wam)
By affizing hereunder, signalure of our Authorised Signalory for recommending this casefpatieni for financial assistance from Keshika Foundation, we
[Hospital) hereby affirm & accept following:
1) that we nelter are presenlly nor will in fulure avall of financial assistance from arother NGO or any other source, for the sama patient/case, as we are
reguesting to g2t from Koshika Foundation, 1o the extent thal such assistance is granted by Koshike Foundation. If the requesied assistance is nol granted
by Kashika Foundation, in part or in full, then tha Hospital reserves IU's right to make up the shorfall from anothar NGO or any other sourca. This
confirmation essenlially states thal the Hospital will not avail any duplicate assisisnce for the same patient/case from any other NGO or any atharsourcs
2) Tha assistance from Koshika Foundation is only financial in nature. The cholce of the treatment/procedure advised/conducted by ihe Hoapitel on the
patient, s basad on the srangement betwean the patiant & the Hospital, and s in no way influancad by Koshlka Foundation. Hanca, the Hospital will

assums soie & compiets responsibility of the treatment & it's outcoms & safely of the patient, snd Koshika Foundation will have no role or respansibility
in ihe matier.
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