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DECLARATION by APPLICANT: ST BWT W 93

1) | hareby confirm that all details in this Form are True to the bast of my knowladge. Any false siatement will rendar my Application & ongoing assislance, it any,
liable for rejection/canceliation

2] | salemnly confirm thal assistance, If received from Koshika Foundston, will be used only for the “purpose”, &5 stated In this Fomm, for which such assistance
was requesied by me

31 h;ity nnn;r::n that | have not & will not in future, aval of reimburssment, m par o in full, from any other sourcelemployerinsurance company, of he amount
lor which thie assistance is requesied,
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AGREEMENT by APPLICANT (s o %11

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
usa/publish/pul-up/reproduce my name, sddrass, photo & details of the “purpase”, for which such assisiancs is requastad/granted, through any
mmaedium, including bul not limited to varbal, print, efectronic, for soliciting donations for Koshike Foundation and/or disseminating information about il's
activities/achievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfiment of the *purpose”
for which assistance is being requested.

2) | [Apghicant) furthor agree that any such use of my name, address, photo & details of the "purpose”, for which such assistance s requestadigranted,
will not automatically antitie me for recelving or continuing the sald assistance. The decision for granting and/or confinwing the assistance will rest solely
wiih the Trustees of Koshika Foundation, gnd their decision is this regard will be final and accaptable 1o me.
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AGREEMENT by HOSPITAL (wemm g wm)

By affining hereunder, signature of our Authonsed Signatory for recommending this casaipatient for financial assistance from Koshika Foundation, we
(Hospital) hersty affirm & accept faliowing:

1) 1hat we neithar ara presently nor will in future avail of inancial assistance from another NGO or any other-source, for the same palent/case, as we ane
requesting to get from Koshika Foundation, 1o the extent that sich assistance Is granted by Keshika Foundation, if the requesied asststance s nol grantad
by Koshika Foundation, in part or In full, then the Hospital reserves i's right to make up the shortfall from another NGO or any othar source. This
confirmation essenllally stales thal the Hospital will not avail any duplicate sssisiance lor the same patient/case from any other NGO or any ofher sburcse
2) The assistance from Koshika Foundation is only fingncial in nalure, The choice of the treatment/procedure advised/conducied by the Hospial on the
patient, is based on the amangement batwesn the patient & the Hospltal, and |8 in no way Influencad by Koshika Foundation, Hence, the Hospital will

assuma sola & complate responsibility of the frestmant & it's outcome & safety of the patient, end Koehiks Foundation will have no rals or reeponsibility
in the matter.
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