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DECLARATION by APPLICANT: =T gm s T7:
1} | hwaretry confiern that all details in this Form are True to the best of my knowledge, Any false stalernent will render my Application & ongoing assistance, I any,
liabie for resection/cancadation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used onty for the "purpose’, as stated In this Form, for which such assistance
was reguested by ma,

3) | harehy confirm that | kave nol & will not in future, avail of reimbursement, in pan or in full, from any other source/employer/insurancs company, of the ammunt
for which this essistance is-regoestod.
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AGREEMENT by APPLICANT (smiw @il %17)

1) By affixing my signature or thumb impression on this Fomm, | (Applicant) hereby agrea & aulhorse Kpshika Foundation and it's Trusiees (o
wsalpublishipul-upireproduce my name, address, phote & details of the “purpose”, for which such assistance s requested/granted, through any
medium, including but not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andler disseminating information about it's
sotivitlesfachlevemenis. Such usa of my photo & detaiis can be made by Koshiks Foundation before or sftar my treatment ar fuifiiment of fha “purposa”
for which essistance s being requested.

211 Appllcant) further agree that any such wse ol my name, address, phole & delalls of the *purpose”, for which such assistance ke requesiedigranted,
will nat autematically enlile mo for recelving or continuing the said assistance. The decision for granliing andfer continuing the assiglance will rest solely
wiih the Trusiees of Koshiks Foundation, and their decision is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (¥ 210 &0

ndsk, signature of our Authonsed Signalory for recommending this case/patient for financlal assistance from Koshika Foundation, we
{Hospital) hareby affitm & socept following:

1} that we neither sre prasantly nor will in fulure svall of financial asskstance from anather NGO or any other source, for ihe sames palient’'case, Bi we ans
reguesting 1o gel from Koshika Foundation, 1o the extent that such assistance [ granted by Koshika Foundation. If the requested assistance is not grantad
by Koshika Foundation, in parl or in full, then the Hospilal reservas [1's right (o make up the shortfall from anather NGO or any ofher source. This
confirmaton essantlally siales that the Hospital wil not avail eny duplicate nssistance for the sama patienticase from any other NGO or any other source.
21 Tha assistance from Koshika Foundation is only financial in nature. The choice of the treatmenliprocedurd sdvisediponductad by the Hospital on the
patkent, is based on the srangement between the patlent & the Hospital, ond is in no way influenced by Koshika Foundation. Hence: the Hospitasl will

assume soie & complste responibllity of the trestmant & it's outcome & safety of the patient, snd Koshika Foundation will have no role or responsibility
in the-mattsr,
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