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DECLARATION by APPLICANT. =THe% BT S wT;

1) | harebsy confirm ihat all detads in this Form are Trug 1o the bes! of my knowledge, Any false statement will render my Application & ongaing asskstance, if any,
lindile for rejgclion‘canceliation.

2} | salemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
wos requasied by ma.

3} 1 herely confirm that | hayve not & will not in oiure, avarl of reimbursemant, in pan o 4 full, from any ather source/employedinsurance company, of the amaount
for which (his assistancs i requested
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AGREEMENT by APPLICANT (ses D %)

11 By affiuing my signature or themb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and It's Trusiees to

useipublish/pul-upireproduce my name, sddress; photo & details of the ‘purpose”, for which such aseistance (s requestad/granted, thraugh any

medium, incleding but not lmited 1o verbal, print, elactronic, for soliciting donations for Koshika Foundation andlor disseminating information about It's

pellviesfachisvemants. Such use of my photo & detaiis can be made by Keshika Foundation before or after my treatment or fulliiment of the “purpose”
for which assisgtance = baing requested.

2] | [Applicant) further agree that any such use of my name, address, photo & detalls of Ihe “purpose”, for which such essisiance i requestedigranted,

will nisl avtamatically entitie me for recaiving or continuing the said assistance, The deciskon lor graniing andlor continulng the assistance will rest solzly
with the Trustees of Koghika Foundation, @nd their decision s thia regard will be finai and acceptabls o me.
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AGREEMENT by HOSPITAL (wemmm gm %)
By affixing hareunder, signature of our Authorised Signatory for recommanding this case/patient for financial sssistance from Koshika Foundation, we
{Hospitsl) hereby affrm & zccept lollowing:
1] that w nelther are prasently nor will in future avail of financial assistance from enolher NGO ar any other source, for the same patient/case, as we are
mguesting to get from Koshika Foundation, to e extent that such assistance is granted by Koshika Foundation, If the requested assisiance is nol granted
bry Koshika Foundation, in part or in full, then the Hospital reseeves it's right 1o make up the shartfall from another NGO or any other source. This
canfirmation essentially steles thet the Hospital will not avall any duplicale assistance for the same patient/cass from any other NGO of any othsr sourts.
2} The assistance from Koshika Foundation is anly financial in nature. The choice of the treatment/procedure advised/condugted by the Mospital on the
palien, i& based on the arrangemant betwean the patiant & the Hospilal, and s in na way Influsnced by Koshlka Foundation. Henoe, the Hospital wil

“fhl':“ sole & complate responsibility of the treatmant & it's outcome & safaty of the patient, end Koshike Foundation will have no role or responaibility
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