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DECLARATION by APPLICANT: STHTE IR W o

1} | hereby confirm thal all defalls in this Form are True to ihe best of my knowledge. Any false statermant will render my Application & engolng assistance, if poy,
linhle for rajsction/cancédlialion,

2) Fealemmty confirm that assistance, | recelvid from Koshika Foundation, will be used only for the “purpose”, s stated In this Form, for which such asststence

winn rEguesiod by me. '

) Ihereby confirm that | lave nol & will not in fulre, avall of reimbursemment, in part of in full, from amy other sourcelemployerfinsurance company, of tha amoant

o which this assistance s requested
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AGREEMENT by APPLICANT (e g0 #01)

1) By affining my signature of thumb impresslon on this Form, | (Applicant) hereby agree & authorise Koashika Foundation and it's Trustens 1o
uselpublishiput-uplreproduce my name, address, pholo & detalls of ihe “purpose”, lor which such assistance Is requisted/granied, through any
medium, including bul not limited (o varbal, print, electronic, for soliciting donations for Koshika Foundatlon andior dissaminating information aboud I('s
nciivitiosiachipvaments. Such upe of my photo & detalls can be made by Koshiia Foundatlon before or after my Ireatment or fulftment of the “purpose”
fer which aesintance s baing roquiested.

2) | (Applicant) further agrea that any such usa of my name, address, photo & datalls of the *purposs”, far which such sesistance is requesiedigranieg,
will ot automatically entitle ma for receiving or continuing the said nssistance. The docision for granting ahdler continuing the sssistancs will rest solely
with the Trustees of Koshika Foundation, and their declslon is thin regard will be final and acceptable lo me.
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AGREEMENT by HOSPITAL (g g war)

Sy afxing horeundes. signature of our Aulhorisad Signatory for recommending this case/patient for finmncial assintance from Koshika Foundation, we

[ Hanpitst) horeby afficr & nooept following,;

1] that we nefther are presently nor will in future svall of finonclal ossistance from another NGO or any other sourca, for the sama pabeniicase, g wo am
reguusting to gel from Koshika Foundation, to the exent that such assiatance i3 granted by Koshika Foundation, Il the requested apeistance s nol granitad
by Koshika Foundation, in par or jn full, then the Hospltal reserves it's right o make up the shortiall from anather NGO o any offee source, Thin
canfirmation essentially steles that the Hespltal will nol avail any duplicste assistance for ihe same patientcase from any other NGO or any dther scutts
2] The azsigtancs from Koshika Foundation is enly finencial in naturs. The choles of the reatment/procediur advised/conducted by the Hospital on tha
patlent, is based on the mrangement betwesn the patient & the Hospital, and s In no way influsnced by Koshika Foundition. Henee, the Hospital will
uyume gole & compléte respansibility of the reatmant & IV's oulcoms & sataty of the patient. snd Koshika Foundation will have no rola of reaponsibility
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