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DECLARATION by APPLICANT: S 7 < 73;

1) | hereby confirm that &ll details in this Form are True to the best of my knowledge. Any lalsa stalement will render my Application & ongaing assistanca, If any,
[mabobe for rejection/canceltaton.

2} | salemnly confirm thal assistance, {f recadved from Koshika Foundalion, will be used only for the “purpose”, as staled in this Form, for which such assistance
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3) | hereby confirm that | ave not & will fol in fulure, aval of reimburssment, n part of in lull, from any ofter sourceiemployerinsirance company, of the smoual
for which this assistance is meguesied
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AGREEMENT by APPLICANT (smies @n #7i1)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authoriss Koshike Foundation and ii's Trustoes 1o
usefpublishiput-upireproduce my name, addrass, photo & detalls of the “purpose”, for which such assistance Is requesied/graniad, through any
medium, insluding bul nat fimited 1o verbal, prin, electronic, for soliciting donations for Koshika Foundation and/or disseminating information abaut it's
activitlesfachisvoments. Such usa of my pholo & delalis can be mada by Koshike Foundation beforo or after my traatment or fuliimant of the “purposs”
for which assistance fs being requested,

2) | [Applicant) furthar agres that any such use of my name, address, phote & detalls of the *purpose”, for which such assistance i requestad/granied,
will not auiomatically entitle me for recelving o continuing the said assistance. The decision for granting and/or conlinuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their daciaion is this regard will be final and acceptable to ma
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AGREEMENT by HOSPITAL (vemmd gF W)

By alflzing hereunder, signature of our Authorised Signalory fae recommending Ihie case/patient for financial assistance from Koohika Foundallon, we
(Hospital) herety affierm & accept following:

1) thal we meither are presently nod will in fulure pvall of fmancial assistance from another NGO or any other Source, of the seme pallenbicass, b6 we §ie
requesting to get from Koshika Foundalion, to the extent thet such assistance s granked by Koshika Foundation. If the requested assistance i6 nol grantad
bry Koshika Foundation, in part of in full, then the Hospital reserves [1's right 1o make up the sharifall from another NGO or any olher source. Thie
confirnation easenlinlly states thal the: Hospital will not avall any duplicale assistance for the sama patienlfcasa from any olher NGO or any other source,
2) The asamstance from Koshika Foundation ls endy financial in nature. The cholce of the raalment/procedure advisediconductsd by Ihe Hospital on (he
paalbent, s based on the arangament betwean the patient & the Hospltal, and |s in o way influenced by Koshika Foundation, Henca, the Hospital will
pasume soka & complole responsitility of the lreatment & it's culcome & safety of the patenl. end Koshika Foundstion will have no role o respomsibiity
im the matier.
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