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DECLARATION by APPLICANT: STTHTwW M S wv;

1)1 heraby conliem that @l detadls in this Form are True (o the best of my kniowledge. Any fatse statement will render my Application & angeing assistance, if any,
limbie for refection/canceliation.

23 1 sofemnly confirm that aesistance, If received from Koshiks Foundation, will be used only for the "purpose”, s stated in this Form, for which such assistance

was requesisd by me.

3 0 heraty confiem that | have rot & will not in future, avall of reimbursemant, in pan o in full, from any ofher sourcalemploysrinsurance company, af the amaunt
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AGREEMENT by APPLICANT (smimw 2m w1)

1} By affixing my signalure or thumbs impression on this Form, | (Applicant) kereby agree & authoriss Koshika Foundation and if's Trustoes o
wsefpublehiput-up/reproduce my name, address; photo & datais of the “purpasa’, for which such assistance is requesiedigranted, through any
medium, including but not limited fo verbal, prnt, electronic, for soliciting donations for Koshika Foundation andfor dissaminating infarmaticn about s
sctivibesfachisvements. Such use of my photo & details can be made by Koshiks Foundation bators or aftar my treatment or fulfilment of the “purpose”
fror which sssmianos s being roquesied.

2} | (Applicant) further agres that any such use of my name, address, photo & detalls of the “purpase”, lor which such assistance |s requested/granted,
will nat automatcally enlitle mi for receliving of continuing the said assistance. The decision for granting sndfor continuing the assistance will rest solaly
with 1he Trusiees of Koshika Foundation, and their dectsion s this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (Fwms §0 %01)

By affixing hereunder, signelure of our Authorised Signatovy for recommending this casefpatient for financial azslstance rom Koshika Foundation, we
(Hospital) hereby affirm & sccen (ollowing:

1} thal we nelther are presently nor will In fulure avall of financial assistance from angiher NGO or any other source, far the same patient/case, as we are
requesting 1o get lrom Koshikas Foundation, to the extent that such assisiance (& granted by Koshika Foundation, If the requested agsistanca is riol granion
by Koshika Foundation, In part or In full, then the Hospital reserves it's right to make up the sharifall from anather NGO or any olher sourca, Thie
confirmation essantially staies that the Hospilal will not svail any duplicate sssistance for Ihe same palient/cesa from any other NGO or any other source,
2) The assistance from Koshika Foundation Is only financial in nature. The choice of the reatment/procedurs adviseditonductad by the Hospital an the
pafiant, is based on the smengemant betwean the patient & the Hospital, snd I8 in no way influsnced by Koshika Foundation. Hanoe, the Hospital will
assuma sole & somplate responeibility of the treatmant & I's cuteome & safety of the patlent, and Koshika Foundation will have no rola or responsibility
it e matier.
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