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DECLARATION by APPLICANT: MW EF1 WMo 7a:

11 hereby confirm that &l detaits In this Form are True to the best of my knowledge. Any false stalement will render my Application & ongoing assistance, i amy,
limble for rejectionfcanceliabon,

21 | salemnly confirm that assistance, if received from Koshika Foundstion, will be usad only for the "purpose”, as stated in this Farm, for which such assislance
was requested by me.

3) 1 hereby confirm that | hava nol & will not in future, avall of reimbursement, in pan or in full, from any other sourcalempioyerinsuranca company, of the amount
for which this assistance is requested
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AGREEMENT by APPLICANT (Sme® g/ %)

1) By affixing my signature of thumb Impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees o

use/publishiput-up/repraduce my name, address, photo & details of the "purpose”, lor which such assistance is requastedigranted. through any

medium, Including but not imited to verbal, print, electronic, for solicliing donations for Koshika Feundation andlor dissaminating information aboul s

aciivities/achievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatmeni or fulfiiment of ihe "purpose”
for which assistance s being requested.

2| (Applicant) further agree thal any such use of my name, address, photo & detalis of the "purpose”, for which such assistance is requestedigranted,
will nol automatically entitle me for receiving or continuing the said assistance. The declsion for granting andlor continuing the assistance wiil rest solaly
with the Trustees of Keshika Foundation, and their decision is this regard will be final and acceptable 1o me
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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AGREEMENT by HOSPITAL (wem™ §11 %101)
By affing hereunder, signature of our Authorised Signalory for recommanding this case/patient for financial assistance from Koshika Foundation, we
{Hospital) heraby affirm & accept following:
1) that we neithar mre presently nor will in future avall of financial assistance from another NGO or any other source, for the same patienticase, as ws re
requesting 1o gel from Koshika Foundation. to the exient thal such assistance s granted by Kmshika Foundation. If the requested assistance is not granted
by Koshika Fouandation, in par or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other soutce, This
confirmalion essantinlly states that the Hospital wil not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the treatmentiprocedure advisediconducted by the Hospital on the
patiant, ts based on the arrangement between the patient & the Hospital, and is in no way Influsnced by Koshika Foundation. Hence, the Hospital will

assume sole & complete respansibility of the treatment 4 it's oulcome & safety of the patient, pnd Koshika Foundation will have no role or responsibiiity
in the matiar
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