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DECLARATION by APPLICANT: STHes 771 it i:

1) | heraby confirm that all details in this Form ars True 1o the best of my knowledge. Any false statement will render my Application & ongaing ass

figbia lor refection/cancelialion.
2} | soiemnly canfirm that assistance. if received fram Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such ass
weas requentad by me.
3) | hereby confinm that | have not & will not in future, avail of reémbursament, in part or in fll, from any olher sourcaemployerinslance company, of he
for which this assistance is requasted.
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AGREEMENT by APPLICANT (5<% 50 %)

1) By affcing my signature or thumb impression on his Form, | {Applicant) hereby agree & authorise Koshika Foundation and IU's Trustees lo
use/publish/put-upireproduce my name, sddress, photo & dotalls of the “purpose”, for which such assistance is requested/granted, through any
madium, including but not limited to varbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminaling infermation aboul it's
acilvitiesiachlevements, Such use of my phole & detalls can be made by Kozhika Foundation before or after my treatment or lulfiiment of the “purpose”
far which assistance is baing requested

21| (Applicant) furiher agrea that any such usa of my name, address, pholo & detaile of the “purpose”, for which such sssistanca Is fequestedigranted,
will not aulomatically entitie me for recelving or continuing the said assistance. The deciston for granling and/or continuing the sssistance will rest solely
wilh the Trustess of Koshika Foundation, and their decision is this regard will be final and accaptable 1o me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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AGREEMENT by HOSPITAL (swmeE &7 Fut)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient tor financlal assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept fellowing:

| 1) that we neither are presently nor will in future avall of financial assistance from another NGO of any ofher sourca, for the same palient/case, 85 we are
requesting to get from Koshika Foundation, 10 the exlent thal such assistance |s granted by Koshika Foundalion. If the roquested assistance is nol granted
by Koshika Foundation, In part or in full, then the Hospital reserves IU's right to make up the shorttall from gnother NGO or any ether source. This
confirmation essentlally states that the Hospital will not avall any duplicate assistance for the same patient/cass from any other NGO or any other source,
2} The assistance from Koshika Foundation Is only financial in nature, The cholce of the ireatment/procedure advised/conducted by the Hospital on the
patient, is based on the arangement batwsan tha patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sole & complete respansibiiity of the treatment & It's oulcome & safety of the patient, and Koshika Foundation will have no role of responability
in the malier.
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