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DECLARATION by APPLICANT. TS B XIPm ¥x:
1) | herety confinm that all detalls in this Form are Trug to the best of my knowledge, Any false statement will render my Application & ongoing assistance, if any,
liztve for mejecBon/cancallation

2} | solemnly confirm that seslstance, i recelved from Koshike Foundation, will be used only for the “purpose”, as stated in this Foom, for which such assistance
was requidled by me.

3) | hereby confirm ihat | Rave nol & will notin future, avall of reimoursamaent, in pant o¢ in full, frem any ather sourcalemployerinsurance company, of the amaoun
for which this assifance s requested
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AGREEMENT by APPLICANT (wmzs g i)

1) By affixing my signaturg or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation aad If's Trustees to
usspubishput-upfreproduce my name, address. photo & details of the “purposa”. for which such assistance is requestedigranind, through any
medium, Inchuding but not limited 1o verbal, print, electronic, for sollciting donations for Koshika Foundation andlor disseminating information about it's
activities/achievements, Such use of my phots & delails can be mada by Koshika Foundation before or aftar my treatmant or fulfilment of ths “purpose”
for which assisiance /s being requosied.

2) | (Applicant) further agree that any such use of my name, address, pholo & delails of the *purpose”, for which such assistance |s requested/granied,
will nat autematoally antite me for receiving or continuing the said assistance. The decision lor granting andfar continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and thair decision is this regard will be Tinal and acceptabla to me.
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AGREEMENT by HOSPITAL (¥&=ms g %at)

By affixing hersundsr, signalure of our Authorised Signatory Tor recammending this case/patien! for financial assistance from Koshika Foundation, we
(Hospital) hereby affimm & accept following:

17 that we nelther are presently nor will in future avall of fingncial aesistance from another NGO or any olher source, for the same palient/case, as we ars
requesting fo gt lrom Koshika Foundation, 1o the extent thal such sssislance i granted by Koehika Foundation, If the requestod assisianco & nol granied
try Koshika Foundation, in part or in full, then the Hospital reserves [tU's right to make up the shortfall from another NGO or any other source. This
conflrmation essenllally states thal the Haspital will not avall any duplicte sssistance for the same patisnt/casa from any other NGO or any other source
Z) The assistante from Koshika Foundation ks only financial in nature. The choice of the treatiment/procedure advised/conductad by the Hospitsl on the
patient, ls based on (he arangement between the patient & the Hospital, and |s in no way Influsnced by Koshika Foundation. Hance, the Hospltal will
assime sole & complets responsibility of the reatment & it's outcome & safsty of tha patient, and Koshiks Foundaton will heve no role of responsibility
in the mafles.
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