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CECLARATION by APPLICANT: sT9T% THT =M ¥3:

14 | hareby canfier that all dotadls in this Form are True 1o the best of my knowledge. Any false stafomend will render my Applicaiion & ongoing assistance, If any,
[ighid for rejacticnicancediston.

2 | solemnly canfirm that assistenoe, f recelved from Koshika Foundafion, wil be used only for the “purpose”, s stated In this Form, for which such assistance

WoE requesied by me.

3) | hereby confirm that | kave nol & will not o fulure, vasd o eimbersement, 0 pan o in b, from any ather scurcelemploysrinsurnce company, of the amount

for whach thes assistance i8S meguiasied.
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AGREEMENT by APPLICANT (smRs 3 &01)

17 By affining my signature or thumb impression on this Form, | (Applicent) hereby agres & authorss Koshiks Foundation and il's Truslees 1o
use/publishiput-upireproduce my name, address, photo & datails of (e “purpose”, for which such assistance is requestedigranted. through any
midium, including but not limited to varbal, prinl, elecironic, for soliciting donations for Koshika Foundation and/or disseminaling Infarmatian about it's
acihvities/achisvaments. Such use of my photo & defails can be made by Koshika Foundation before or after my treatment or lulfiiment of the “purposse”
for which assistance = baing reguastad.

29 | {Applcant) further agree that any such use of my name, address, phalo & details of the "purposa”. Tor which such assislance |5 requested/granted,
will mot sulomatically sntitle ma for receiving or continuing the said assisianca. The decision for granting and/or continuing Ihe assistance will rest solaly
wilh the Trustees of Koshika Foundation, and (heir decition is this regard will be final and acceptable to ma,
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AGREEMENT by HOSPITAL (wowss 2 %iW)

By affixing hereunder, signalure ol our Authorised Signalory for recommending this caseipalient for financial assistance from Keshika Foundation, wa
(Hospitel ) hereby affirm & sccept following:

1) that wa nalther are presently noe will In futuee svall of finsnoial assistance trom another NGO o any other source, for the same patient/case, a3 W Gre
resquesting 1o get from Koshika Foundation, 1o the sxdant that such assistance |s granted by Koshika Foundatlon. If the requested assistance |s not grantad
by Kaeshika Foundation, in partarin full, then the Hospital resstves iUs right lo make up the shortfall frem anothar NGO or any other source. This
confirmation essentislly states that the Hospitsl will not avail any duplicate assistance for the sama patienticase from any other MGO or any ather sourca,
2} The assistance fromm Woshika Foundalion |8 only Gnancial in nature. The choice of the reatment/procedurs advised/conducted by the Hospital an tha
patienl, s based on the arrangement between the patient & the Hospital, and Is in no way Influenced by Koshika Foundation. Hence, The Hospital will
assums sole & complets responsibilily of tha treatment & it's outoome & safety of tha patien!, and Koshike Foundation will have na role or responsibility
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