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DECLARATION by APPLICANT. siws g whom s

1) | haraby eandirm that all detads in this Form are True lo the best of my knowledge. Any false statement will rander my Application & ongoing assistance, If any,
lable for repection/cancetation

2} | solemnly eonfirm that assistance, If recelved fom Koshika Foundation, will be usad only fior the “purpose”. as slaled in thiz Farm, for which such ossistance
whs requesied by me

3} | hessby confirm thest | have not & will ot in future, avail of meimbursamant, [m parl o in full, fram any other saurcelamplayerinsurance company, of the amount
for which this assistance in requestad
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AGREEMENT by APPLICANT (sew gm 1)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and it's Trestees to

uss/publishiput-up/reproduce my name, address, pholo & detalls of the “purpase”, for which such assistance |s requestedigranted, through any

medium, Including bul not fimited o verbal, prini, slectronkc, for soliciting donations lar Kashika Foundation and/or dissaminating information sbout it's

activiiestachievements. Such use of my pholo & detsils can be made by Koshiks Foundalion before or after my trestment or fulliiment of the “purpose”
for which assistance is belng requestod,

2) | [Applicant) luriher agres that any such usa al my name, address, phale & details of the “purpose”, for which such assistance Is requestedigranted,
will not automatically entitle me for recaiving or continuing the said assistance. The decision for granting andfor continuing the assistance will rost solaly
with the Trustess of Koshika Foundation, and their declsion i this regard will be fingl snd Bcceplable (o me.
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AGREEMENT by HOSPITAL (wam ©0 %07)
By affiaing hereunder, signature of our Authorsed Signatory for recommending this casa/patient for lnancial assistance from Koshike Foundation, we
(Hospital) heraby affirm & accept following;
1) ihat wir nalther sre presenily nor will in fulure avail of financial assistance fram anolthar NGO or any other source, for the same patrent/case, s we ane
requesting o get from Koshixa Foundation, 1o the extent that such assistanca is granted by Koshika Foundgstion, If the requasied sssistance |s net granied
by Koshika Foundation, in part or In full, then the Hospitsl reservas it's right to make up the shortfall from anather NGO or any other source. This
confirmation essentially states that the Hoespital will not avall any duplicate assistance for the same patient/'case from any other NGO or any other source
2) The assstance from Koshika Foundation s only financial In nature. The choice of the ireatment/procedure advised/conducted by the Hospital on the
patiant, is based on the armngament betwean the patient & the Hospital, and s in ne way Influenced by Koshika Foundation. Hence, the Hospital wil

assuma sola & complele responsibility of the treatment & Il's culcomea & safety of the patient. and Koshika Foundation will have no rola or responsibiiity
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