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BASIS for REQUESTING ABSISTANCE (Tick whichever is appiicable}
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DECLARATION by APPLICANY: smits 570 S w;

1)1 hereby confirm that all detalls in this Formy are True 1o the best of my knowledge. Any false staternent will render my Apglication & angoing assistance, if any,
lisble for rejection/cancesation.

2] | solemndy confirm (hat assistance, if received from Koshika Foundation, Wil be used only for the *purpose”, as stated in this Form, for which such assistance

was requesiad by ma,

3) | heredry confirm that | have not & will not in future, avall of resmbursement, in part or In full, from any other sourcelsmployerfinsurance company, of the amount

ot which this azsistancs i§ requested
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AGREEMENT by APPLICANT (st g0 310)

1) By affising my signature or thumb impression on this Form, | (Applicant) heraby agrea & sulhoriss Koshika Foundation and it's Truslees to
usaipublishiput-upimproduce my name, address, photo & detsils of the “purpose”, for which such assistance is requesiedfgranted, through sny
medium, including But not limited lo verbal, print, electronie, for soliciiing donations for Koshika Foundation andior disseminating Infarmation about it's
aclivites/achisvements. Such use of my photo & defails can be made by Koshika Foundation belore or after my trealmenl or fulfilment of the “purposs”
for which assistance is being requesied.

2) | (Applicant) further agree that any such use of my neme, address, pholo & detalls of the “purpose”, for which such assistance is requestedigranted,
will nal automatically entitle me for receiving or confinuing the said assistance, The decision for granting andfor confinuing the assistance will rest solely
with the Trusteas of Koehika Foundatlon, and thair dectsion is this regard will ba final and acceptable 1o ma
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AGREEMENT by HOSPITAL (wege §10 WUT)
By affixing hersunder, signature of our Authorised Signatary for recommending this case/pationt for financial assistancs from Koshlka Foundation, we
(Hospitel) heraby affirm & accept following:
1) that we nelther are presently nor will In fulure wvail of finencial assistance from anothier NGO or any other source, for the same pafienl'cose, as we are
requesting 1o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requssted assistancs is nol grantad
by Koshika Foundation, in part or in full, then the Hospital reserves il's dght to make up the shortfall from anather NGO or any other source. This
confirmation essentially states that the Hospital will not avsil any duplicate assistanca for the sama patient/case from any other NGO or any othar sourca
2) The sssisiance from Koshika Foundation ts only financial in nature. The cholce of the lreaimentiprocedure advised/tonducted by the Hospllal on the
patiant, is ased on the arrangemant batwesn the patlent & the Hospital, and is in no way Influsnced by Koshiks Foundation. Henca, the Hospital wil

assuma sals & completes responaibility of the reatmant & it's outcome & safety of the patient, and Koshika Foundation will have no mole o responsibiiity
in the matber
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