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DECLARATION by APPLICANT: W9E TM W wy:

1) | hareby condiim hat all detads in this Form ars True 1o he best of my knowledge. Any false staternent will rendar my Application & argoing sssistarce, If any,

[kt for rejection/cancedlation

2) | solemnly confirm that assistance, if received from Koshiks Foundation, will be used only for the “plrpose”, @s stated In this Form, for which such assistance

wha requested by me

3) | herety confirm nat | e not & will nat in fuluee, 8vail of reimburssment, in gart ar in full, from any other sourcalemployerdinsurance company, of the amount

for which this asmstance is reguestad
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AGREEMENT by APPLICANT | smgw g1 i)

1) By affixing my signatura or thumb impression on this Form, | {Applicant] hereby egres & authorise Koshiks Foundabon and il's Trustess 1o
use!publish/put-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance |s requesied/granted. through any
migdium, including bul not imited 1o verbal, print, slectronie, for soliciting donations for Keshika Foundation andior dissaminating information about it's
activitlesfachievemaents. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”

for which assistance Is being requesied.

21 | [Appficant) further agree that any such use of my name, sddress, photo & detalls of the “purpose”, for which such assistanoe is requesisdigranied,
will mol sulomaticaily antite me for recelving or continuing the said sasistance, The dectsion for granting andfor continuing the easistance will sl sololy
with the Trustees of Koshika Foundation, and ihelr decision |5 this regard will be final and acceptable 1o me
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AGREEMENT by HOSPITAL (wvmmm G w1}

By aMixing haraunder, signatire of our Aulhorised Signatory for recommending Lhis case/patient for financial assistance from Koshiks Foundstion, we

{Haspital) hereby affirm & accept following:

1} that we naliner are presantly nor will in futlre avall of financial assistance from another NGO or eny other source, for the seme patienlcase, o5 we Gre
requesing to get from Koshika Foundation, 1o the extent that such sssistance |s granted by Koshika Foundation. |f the requested assistance s nat granied
by Koshixa Foundation, in mart or in full, then the Hospital reearves s right to make up the shortfall from another NGO or any other souee. This
confirmation assentlally states that the Haspital will not avail any duplicate assistance for the same patient/case from any other NGO or any othar source.
#) Tha assiatance from Koshika Foundation & only finencial in neture. The choice of the imatmontiprocedure advisediconducted by the Hospital an ihe
patient, is based on the armngement between the palient & the Hospltal, and (g in no way Influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complets responsibility of the freatment & it's culcoma & salety of the patient. and Koshika Foundation will hes no role of responsibility
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