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DECLARATION by APPLICANT: smiew g7 siwon wa;

1) | hereby confirm that all details in this Form are True to the best of my knowlodge. Any false statement will render m Apphcation & ongoing assistance, if a
fiatre for rejection/canceilation, 4 4 . o

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be usad only for the “purpose”, as stated In this Form, for which such sssistanca
was requesied by me

3} | hereby confirm that | have not & will not in future, avall of reimbursament, in part or in full, from any olher sourcalemployerinsurance company, of the amount
fior which this assistance is requested

1) stwm w5 v8 wew @ fd W@ e fam S0 sl W s we ol wn ) oft Wi e wd e s w wm & A 90w o 9 = awdt )
2) W gW W W O Wi wEe T, RO W o, e awin e wd w1y % fied few o, o v osesy F wooom #)
3) & e s § fw fam wymm vy w ol w1 8, 3w ofn w0 sfes @ ees fren fed s s Rrded worl 9 9 0 v € o 3 ) of F S

AGREEMENT by APPLICANT (s 2 w1)

1) By &ffixing my signalura or thumb impression on this Form, | |Applicant) hereby sgree & authorise Koshika Foundation and It's Trustees o
use/publishiput-up/reproduce my name, address; pholo & detalls of the “purpose”, for which such assislance is requested/granted, through any
medium, including but not imited 1o verbal, prinl, electronic, for soliciting donations for Koshika Foundatlon and/or disseminating Infarmation about it's

aclivitieslachievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance is baing requestad.

2) | (Applicant) further agres that any such use of my name, address, photo & details of the "purposs”, for which such essistance is requestedigranted,

will not automatically entitle me for recalving or continuing the sald assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is thie regard will ba final and acceplable to me,
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AGREEMENT by HOSPITAL (Twms 50 %70

By affiving hereunder, signature of aur Authorised Signatory for recommending this casel/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accep! following:

1) thet we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting to gat from Koshika Foundation, to the extent Ihat such assistarica is granted by Koshika Foundation. If the requesied assistance is not grantad
by Koshika Foundation, in part or in full, then the Hospital reserves IU's right to make up the shartfall from anather NGO or any other source. This
confirmation essantially states that the Hospital will not availl any duplicate sssistance for the same patisnt/case from any other NGO or any othar source.
2) The assistance from Koshika Foundation is only financial in nature, The chaice of the treatmentiprocedure advised/conducted by the Hospital on the
patiant, is based on the arangement batwesn tha patient & the Hospilal, and is in no way Influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complets responsibility of the treatrment & i's oulcoma & safety of the patient, and Koshika Foundation will have no role or responsibility

in e matter,
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