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DECLARATION by APPLICANT: 14T M S 7a:
1} | hareby confirm thet 8 delalls i this Form are True o the best of my knpwiedge. Ary false statement will render my Application & ongoing assistance, if any,
limble for rafection/canceiiation

2) | eoteminty confirm that assistance, i received from Koshika Foundation, will be used ondy for the "purpose”, as stated in this Form, for which such sssistance
was reguasiad by me,

3} | hereby confirm that | have not & wilf not in future, avail of resmbarsement, in part or in full, from any other sourcefemployerfinsurance company, of the amoln?
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AGREEMENT by APPLICANT (e gn %77)

11 By affixing my signaturs ar thumb impresgion an this Form, | (Applicant) hereby agras & authorise Koshika Foundation and it's Trustaes to
usalpublish/put-up/reproduca my name, address, photo & datailts of the “purposa”, for which such assistance is requestadigranted, through any
medium, Including but not lkmited 10 verbal, print, electronic, for soliciiing donations for Kashika Foundation andlor disseménating information about it's
activites/achimaments. Such use of my phato & delalls can be made by Koshika Foundation befare or afler my Irsatment or fulliiment of the “purpose”
for which assisiance is being requesiad.

2) | (Applicant) further agree that any such uee of my name, addrass, photo & delails of the "purpose”, for which such assistance is requestadigranted,
will nat aulomatically entitie me for recelving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solaly
with the Trustees of Koshika Foundatlon, and their dectaion is this regard will be fingl and acceptable o me.
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AGREEMENT by HOSPITAL (=wa £ %70)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Keoshika Foundaiion, wea
[Hospitel) hersby affirm & accept following:

1) thist wee neviher are presentty nor will In future avall of financlal assistance from another NGO or any other source, for the same patient/case, as we ure
requesting to get from Koshika Foundation, o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or In full, thien the Hospltal reserves s right to make up the shortfall from anather NGO or any other source. This
confirmstion essantially states thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or sny ather source
2) Thie ausistance from Koshika Foundafian |s only financial in nature, The choice of the restment/procedure advised/conducisd by the Hospltal on the
patient, i kasad on the arrengement between the patient & the Hoepltal, and s in no way influenced by Koshika Foundation. Henca, the Hospital will
sssume sols & complete responsiblity of the treatment & I's outcome & safety of the patient, end Koshika Foundation will have no role or responsibiiity
in the miattar.
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