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DECLARATION by APPLICANT: spdws gri siwmm wa:

1) | horetry confirm thal all detalls in this Form are True to thie bast of my knowladge. Any false staterment will render my Application & onpoing assistance, If any,
Iibie for repaction/canceliation.

2) | solamnly confirm (hat assistanca. if received from Koshiks Foundation, will be used only for the “purpose”, ag stated in this Form, lor which such assistance

was reguested by me

3) | hareby confirm that | have rot & will not in fulure, avail of rembursamant, in paet or in lull, from any other source/employerimsurances company, of the amount

far which this assistance is requested
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AGREEMENT by APPLICANT {swdes gm %)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby sgree & authonse Koshika Foundation and it's Trusiess to
use/publishipul-upireproduce my name, addrass. pholo & details of the "purpose”, for which such assistance ks requesied/granied, through any
mmediuimm, Including Bul pot iimited 1o verbal, print, slectronic, for saliciting donations for Koshika Foundation and/or disseminating Information about K
activiesfachievemenis. Such yse of my photo & details can be made by Koshika Foundation before or after my treatment or fuliiment of the “purposs”
for which assigtance |s being requested.

21 | (Applicant) further agraa that any such use of my name. address, photo & details of the “purpose”, for which such assistance is requested/granied,
will not automatically entitle me for recaiving of continuing the said assistance. The decision for granting &nd/or continuing the assistance will rest solaly
with tha Trustees of Koshika Foundation, and their decision is Ihis regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (Twmm & 0m)

Hy affising hereunder, signature of aur Autharised Signatory for recommuending Lhis case/patient for linanciol assistance from Koshika Foundation, we
(Fiospital) hersby affirm & accept following:

1) tha wea neither are presently nos will in futurs avail of linancial assistanca from another NGO or sny other source, for the sams patisnicase, a8 we e
requesling b get from Koshika Foundation, to the mdent that such sssistance is granted by Heshika Foundation, If the requested assistance |s not granied
by Kashika Fourdation, In part or in full, hen the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
conflrmation essentially siates that the Haspital will not avall any duplicate assistance for the same patient/cage from any other NGO of any olthor source.
2) Tha assistance from Koshika Faundation 18 aaly finencisl in nature. The choice of the treatment/procedure advisediconductad by (he Hospitol on the
patient, 5 based on he armagement between the patlent & the Hospital, and I= in pe way influenced by Hoshika Foundation. Hence, the Hospital wil
assuma sole & complote resporsibility of the trestmeant & €5 outcome & safety of the patient, and Koshike Foundation will heve no role or responsibility
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