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DECLARATION by APPLIGANT: 3[FI® 3 W 73:

1) | hereby confirm that all details In this Form are True (o the best of my knowledge, Any false stalament will render my Application & ongoing assi
[lable for rejection/cancallation.

2) | solemnly confirm that assistance, if received from Koshika Foundation. will be used only for the "purpose’, as stated in this Farm, for which such

was requesied by me,

3) | hereby confirm (hat | have not & will not n future, avall of reimbursement, in part or in full, from any other sourcelemployar/insurance company, of the

for which this assistance is requested.
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AGREEMENT by APPLICANT (am=® g %11)

1} By affixing my sigrature or thumb impression on this Form, | (Applicant] hereby agree & aulhorise Koshika Foundation and Il's Trusloes Lo
use/publishiput-upireproduca my name, address, photo & details of the “purpose”, for which such assislance ls requestad/granted, through any
medium, nciuding but nol limited to verbal, print, sloctronic, for soliciting donations for Koshika Foundation andior disséminating Information aboul s
activitiss/achievemants. Such use of my photo & detsils can ta made by Koshiia Foundation before or afier my ireatment of fulfilmant of the “purpose”
fior which assistance is being reguestod

2) | (Apphicant) further agree that any such use of my name, address, pholo & detalls of the "purpose”, for which such assistance ks requestedigranied,
will nol automatically entile me for receiving or conlinuing the said assistance. The decision lor granling and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundaltion, and their decision is this regard will be final and acceptable o ma,
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AGREEMENT by HOSPITAL (F&m G 1)

By affixing hereunder, signature of our Autharised Signatary for recammending this case/patient for inantial assistance from Koshika Foupdation, we

| (Hosgital) hereby affirm & sccept following:

1) that wa nelther are presently nor will in future avall of finsncial assistance from anather NGO or any olher source, Tar the same pafient/case, 55 we are
requesting to gel from Koshika Foundation, Io the extent that such assistanoe is granted by Koshika Foungation. If the roquestod assistanca is nol granted
by Koshika Foundation, in part of in full, then the Hospital reserves it's right to make up the shorifall from andther NGO or any other source. This
confirmation essentially states thal the Hospital will not avail any duplicate sssistance for the same patient/cass from any other NGO or any other source.
2) The assistance from Koshika Foundation is anly financial in nafure. The choice of the treatment/procedure advisediconducted by ihe Hospital on thi
patlant, is based on the arrangement batwean the patient & the Hospital, and is in po way influsnced by Koshika Foundation. Henca, (he Hospltat will
assume sole & complete responsibility of the treatment & it's outcome & sofety of the patient, and Koshika Foundation will kave no role or responsibillty
In the matter.
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