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DECLARATION by APPLICANT: STHSW ST S wu:

1) | hareby confirm that all detalls in thls Form are True i the best of my knowledge. Any false staternand will render my Application & ongolng assistance, I any,
imbyle for rejection/canceliation.

2} | solemnly confirm that assistance, if received frem Koshika Foundation, will be used only for the “purpose”, 85 stated in this Form, for which such assistance
was requested by me.

3 | hereby confirm that | have not & will ot in futere, avell af reémbursement, in part or in full, from any other scurcelemployerfingurance company, of the amount
for which his assistance s requested
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~AGREEMENT by APPLICANT | se® g0 %01)

1) By alfizing my-signature or thumb impression an this Form, | {Applicanl) horeby agroe & authoriss Koshika Foundation and i's Trusiess (o
usafpublishiput-upireproduce my nama, address. photo & details of the “purposa”, for which such assistance is requestadigrantad, through any
madiurm, including but et limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating Information sboul it's

actlvitieslachievements. Such use of my pholo & details can be mads by Koshika Foundatlon balors o after my lreatment of fulfilmant of the "purposs”
for which assisiance ls being requesied.

2) | |Applicant) further agree that any such use of my name, address, photo & datalls of the “purpose”, for which such assistance s requesied/graniad,
will not automalically entitle me for receiving of confinuing the said assistance. The decision for granting andior continuing the assistance will rest solely
wilh the Trusteas of Koshika Foondation, and iheir decision is this regard will ba final and accepiabie to me
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AGREEMENT by HOSPITAL (wemms gr0 %10)

By alfing hareunder, signature of our Authorised Signatory for recormmending this case/patient for financial assistanca from Koshika Foundation, we
{Hospital) hareby afflrm & accepl following!

1) that wis naither are presantly nor will in future svail of financkal assistance from another NGO or any other source, for the same patient'case, as wa are
requesting to get from Koshika Foundation, (o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, in part or in full, then the Hospltal reserves It's right to make up the shortfall from anather NGO or any other source. This
conlirmation essenfially states that the Hospital will not avall any duplicale assistance for the same pelient/case from any athar NGO or sny othar sourca
2) The assistance from Koshika Foundation s anly financial in nature, The cholce of the reatmentiprocedure advised/conducted by the Hospital an the
patient, jz basad on the arrangemant batwean the patisnt & tha Hospital, and is in no way Influenced by Koshika Foundation. Hence, e Hospital will

assume golo & complete responsibiiily of the ireatment & i's outcome & safely of ihe patient, and Koshika Foundation will have no role or responsibility
in thie maiiar,
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