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BASIS for REQUESTING ASSISTANCE (Tick whichover is applicabis)
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DECLARATION by APPLICANT: ses rm uiesn 73:

1} | hereby confirm thal all detalls in this Form are True 10 the best of my knowledge. Any fatee statement will render my Application & ongaing 2ssistance, i any,
liable for rejaction/cancaliaton )

2) | sulemnly confirm that azsistance, if recelved from Koshike Foundation, wil be used only for the “purpose”, as stated in this Farm, for which such assistance

was requested by ma,

3 | heveby confirm that | have nol & will not in fullre, avall of reimblrsement, i pan o in full, from any other sourcalemployerinsutance company, of e amouni
for which fhis assistanoe is reguesiad,
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AGREEMENT by APPLICANT { smis® gm w8)

1) By affixing my signature of thumb impression on (his Form, | (Applicant) hersby agrae 8 authorise Koshike Foundation snd it's Trustess 1o

usafpublishiput-up/reproduce my name, addrass, photo & details of the “purpase”, Tor which such sssistance is requestedigranted, through any

iz ium, Including bul not limited 1o verbal, print, slectronic, lor soliciing donations for Koshika Foundation andfar disseminating Infarmation about it's

scliviliesiachiovermants. Such use ol my pholo & defalls can be made by Kothika Foundation before ot aftar my treatment or flulimant of the “purpose”
for which assistance is being requested.

23 | {Applicant) lurther agree that any such use of my name, address, phote & details of the “purpose”, for which such assistance |s requesiedigranied,
will nat automaticaily entitla me for recelving or continuing the sald assistanca. The decision for granting and/or continuing the assistanca will rest solaly
wiih the Trusiees of Koshika Foundation, and their decision is this regard will be final ond soceptable 1o me
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AGREEMENT by HOSPITAL (W89 EM F01)
By affining hereunder, signaturs of our Aulhonsed Signalory for recormmending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) haraby affirm & accept following:
1) that wa nethar are prasantly norwill in future avall of financlal assistancs from snather NGO or any other source, for the same patisnt/case, as we are
requisting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance & not granted
by Koshika Foundation, In parl ar in full, then the Hospital resesves i's right to make up the shorfall from another NGO or any other source. This
confirmation essantially stales that the Hospital will not avail any duplicate assistance for tha sama patieni/cass from any other NGO or any other source.
2) The psswtance from Koshia Foundalion is only financial in nature, The chaoloe of the irsatmentprocedurs sdvisediconducted by the Hospital on Ihe
patiant, is based on the srrangemen! batwean the patient & the Hospital, and is In no way influenced by Koshika Foundation, Hance, the Hospital wil

assuma sola & complale responsibility of the treatmant & il's outcoma & safety of the patient, and Koshike Foundation will have no rola or responadbility
in e malter.
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