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DECLARATION by APPLICANT: s g wmm o7:

1} | hereby eonliom that all detads in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assietanca, I any,
liabée for rejection/canceilaton,

2) | 'solernniy confirm thet assistance, if received from Koshike Foundation, will be used only for the “purpose”, as steted in this Form, for which such assistance

was requested by me

3) | harmby confirm that | rave not & will not in future, avail of reimbursemant, in pant or in full, from any olher sourcelemployerinsurance company, of the amour

for which this assistance s reguestoed.
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AGREEMENT by APPLICANT ( smms o #77)

1) By atfixing my sigrature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and il's Trustees o
wie/publishipul-uplreproduce my name, address, photo & details of the “purpose”, for which such assistance |s requesied/granted, (hrough any
medium, Including but not limiled te verbal, print, slactronic, for saliciting donations for Koshika Feundation andior disseminating information aboul it's
aciivities/achievemants. Such use of my photo & details can be made by Koshika Foundation before or after my traatment or fulfiimant of the “purposa”
for which assistance |s balng requesied.

2) | {Applicant) furiher agree that any such use of my name, addmss, pholo & detalls af (he "purpose”, for which such assistance i requestadigranted,
will not automatically antitie ma for receiving of continuing the said sssistance. The decision for grenting End/or continuing the essigtance will rest solaly
with the Trustees of Koshika Foundalion, and their decision is this regard will b final and acceptable 1o me
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (w=a 510 W)

By nffixing heraunder, signature of our Authorised Sigralory for recommanding his casa/patien for financial aseisiance from Kochika Foundabion, we
{Hospital] hareby affirm & accept follawing.

1) that we neither ate prasantly nor will in fulurs avall of financis! assistance from enother NGO of any other Source. for the same pefientcase, as we are
raguesting o get from Koshike Foundation, 1o the extent ihat such assistance Is granted by Koshika Foundatlon, If the requested assistance is not granted
by Koshika Foundation, in par or in full, then the Hospitsl reserves il's gl 1o maks up the shorifall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/casa from any other NGO or any other source.
2] Tha sszigtancs from Koshika Foundation is anly linancial in natura. The cholee ol the treatment/procedure advised conducled by the Hoapital on tha
patient, is based on the srangement betweaen the patient & the Hospital, and is in no way influenced by Korhika Foundation, Hence, the Hospitsl wil
assums sole & coeniplels responsibility of the treatmant & s outooma &-safety of tha patient, ond Koahike Foundation will hawe no role or reaponsibility
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