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DECLARATION by APPLICANT: ERS nl s wi:
1) | haraby confirn that &l detadts in this Form are True 1o the best of my knowledge. Any fatse stalement will rendar my Application & ongoing assistance, i any,
lizble for rejection/cancellalikn.

2} I nolemndy confirm that aesistancs, if recaived from Koshike Foundation, will ba usad only for the “purpose”, as siated in this Form, for which such assistance
was reguesied by me

3) | herelw confirm that | have nol & will ot In futire, avail of reimbirsement, in par of in full, from eny other sourcelemploverinsurance company, of the amoun|
for which this assistance is requested
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AGREEMENT by APPLICANT (Se® g )

1) By affiing my signature or thumb impression on thig Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees to
use/pubilishipul-upreproduce my name, address, pholo & detalls of the “purpose”, lor which such assistance |s requestiedigranied, through any
medium, Including bul not limited 1o verbal, print, electronie, for soliciling donations for Koshika Fourdation andlor disseminating information sbout i1's
actvitiesiachievements. Such use of my photo & detalls can be made by Koshika Foundation before or atier my treatment or fulfilment of the “purpose”
los which assistance is being requested

2)'| [Apphicant) further agree thal any such usa ol my name, address. photo & details of Ihe "purpose”, for which such assistance is reguestadigranted,
will net autormaticalty entitle ma for receiving of cantinuing the sald assistance. The decision for granting and/or continuing the assistanco will res! solaly
wiih the Trustess of Koshika Foundabion, ard heir decision |s this regard will ba final and acceptable to me,
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AGREEMENT by HOSPITAL (ws7ae §i0 wi1)

By allixing hersunder, signalure of our Authorised Signatory for ecommending this casa/patient for inancial assistance from Koshike Foundation, we
{Hospital) hereby affirm & accept following:

1) inot wa neithar are presantly nor will in future avail of fnancial assistance from another NGO or any other source, for the same polient/cEss, 868 we B
reguestng to get from Koshika Foundation, to the extant that such assistance & granted by Koshika Foundation, |f the requested assistance |s not granted
by Koshika Foundation. in part o in full, then the Hospital resarves il's fight 1o make up the shortfall from ancther NGO or any other source. This
confimmntion essentially smies thal the Hospital will not avall any duplicate assistance for the same pallent/case from any other NGO or any other source.
) The assistance from Koshika Foundation is only financial in nature. The choioe of tha treatmentiprocedura advisediconducted by Ihe Hospital on the
pallent, is based on the armangement betwean the patiznt & the Hospital, and is in no way influsnced by Koshika Foundation. Hanes, the Hospital wii
pEsume sole & complole responsibility of the treatment & it's cutcome & safety of the patient, snd Koshiks Foundation will have no role or respongibility
Im the matter,
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