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DECLARATION by APPLICANT: SPWas 0 Wi wi;

1) | heraby confim that ail details in this Form ase True lo the best of my knowledge, Any lalse statermant will render my Application & cngoing assistance, If any,
limbia for rejaction'canceiiation

2) | solemnly confirm that asskstance, If recelved from Koshika Foundation, will be usad only for fhe "purpose”, ag stated In this Form, for which such assistance
was requested by me.

3) | hereby confirm that | have not & will not in fulure, avall of relmbursament. in pan of In full, from any other soutcelemployerinsurance company, of the smoun
far which this assistance s requested.
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AGREEMENT by APPLICANT (smies g %17)

1) By afiixing my signature or thumb impression on this Form;, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees 1o

use/publishiput-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance ¢ requested/granted, through any

madium, inciuding bul not limited 1o verbal, print, slecironic, for soliciting donations for Koshika Foundation and'or disseminating Information about it's

activities/achievernents. Such use of my pholo & detsils can be made by Koshiks Foundation bafore or after my treatmant or fulfiiment of the “purposs”
fof which assistance is being requested

2} | (Applicant) further agres that any such use of my name, address, pholo & datails of the “purpose”, for which such assistance |s requesiadigranted,
will ot automatically entitle me for recelving or continuing the said assistance, The declsion for granting andfor continuing the asskstance will resf solaly
wilh tha Trusiess of Koshika Foundation, and thair decision |s this regard will be final and acceptable 1o ma
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AGREEMENT by HOSPITAL (7wmm 3w %01)

By affixing hereunder, signature of ouf Authorisad Signalary for recommending this casalpaliant for financial assistance from Koshika Foundaton, we
(Hospital) hareby affirm & accept following:

1) that we neither are presently norwill in fulure avail of financial assistance from onother NGO or any other saurce, for the same patieniicase, a8 we are
raquesting o get from Kpshika Feundation, to the extent that such assistance is granted by Koshika Foundatlon, If the requested assistance |s not granted
by Keshika Foundation, in part or in full, then the Hospital reserves it's right 1o maks up the shorifall from-anather NGO or any other source. This
confirmation essentialy states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other sourca.
2] Thi asskstance from Koshika Foundation is only financial in nature. The choice of the treatment/procedurs advised/conductad by the Hespital on tha
patianl, {5 basad on the smangement betwean the patient & the Hospital, and s In no way influsnced by Koshika Foundation, Hence, the Hospltal wil
gesurme sols & complete msponsibility of the treatment & s outcoma & safety of the patient, and Koshika Foundation will have no role of responsibility
in the matier
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