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DECLARATION by APPLICANT: Sriss 5 v T:

1) | harady confirm that ail detalls in this Form are True to the best of my knowledga, Any lalse statement will rendet iy Aoplication & ongoing assistance, i any,
liabie for rejection/cancellation,

2) | sodeminly confirm that assistance, if recefied from Koshika Foundation, will ba used only for the "purposa”, as staled in this Form, for which such assisiance

was requasted by me.

3 | hermtry confirm that | bve oot & will nol i fulure, svail of raimburssment, in part or in full, from any other sourcefemployerinsurance company, of the amaount
for which this essistance s requested.
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AGREEMENT by APPLICANT (smies @ w)

1] By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and it's Trustess o
use/publishiput-upireprodice my name, address, pholo & detalls of the “purpose”, Tor which such assistance Is requested/granted, through any
marium, neluding but not limited 1o verbal, print, alectronic, for soliciting donations for Koshika Foundation and/or dissaminating infarmation about It's
aolivitlies’achievements. Such use of my pholo & detals can be made by Koshika Foundation beforo or aftor my reatment or ffilment of the “purpose”
for which sssistance is being requestad.

2) | (Applicant) further agree that any such use of my name, address, photo & detalls of the "purposa”, for which such assislance is equested/granied,
will net autematicaily entitle me for receiving or continuing the said assistance, The decision for granting and/or confinuing the assistanos will res! solaky
wilhy the Trustess ol Koshika Foundation, and their decision |s this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (¥ §0 %11

By affixing hersundar, signatide of our Authorised Signalory for recommanding this caseipatiant for firancial assistance from Keehika Foundatkon we
[Hosgital) hereby affirm & accept following:

1) that we neitner are presently not will in futurs avall of financial essistance from anothar NGO or any other source, for the same patienl'case, 08 we are
reguesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundatlon, If the requesied assistance is not granied
by Koshiks Foundafion, in part or in full, then fhe Hospital resarves it's fight 1o maka up the shortfsl from anather NGO or any otfier source. This
confirmation essentially states that the Hospital will not avail any duplicate essistance for the seme pafient'case from any other NGO or any other sowce
2) The sesistance from Koshika Foundation is only finandsal in nalure. The choice of the reatment/procedurs advisadiconducted by the Hospltal on tha
patlant, is based on the arrangemant betwesn the patisnt & the Haspital, and (s in no way Influsncsd by Koshika Foundation. Hence, the Hospital wil
pEsumie sole & complele responsibility of the treatment & IUs cutcome & aofety of the patient, and Koshika Foundation will have no role or. responskbility
|y the mather
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