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DECLARATION by APPLICANT: SIEwE oW W 1:

1) | hereby conlirm that all detals n tis Form are True 1o (he best of my knowledge. Any falss stalement will render my Application & ongoing assistance, i ary,
lizbhie for reechipnicanceiiaton,

2} | nalemnly confirm thit sssatance, If recoived from Koshikn Foundation, will be used only for the “purpose”, ss stated In this Farm. for which such aseistance

wis requested by me

4§ | hareby condiem Sl | kave rol & will not In fature, avall of reimbursemant, in part of in R, from any other sburca/emplyer/insurance company, af tha amount

for which this sssisance = reguasiad
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AGREEMENT by APPLICANT {wpies 0 wit)

1) By affoung my signnture or Mumb impeeswion on this Form, | (Applicant] hereby agree & authorise Koshika Foundation and I1's Trustess io
usapubishipul-upireproduce my name, address, pholo & defails of the “purpose”, lor which such sssistance is requesind/granted, through any
medium, including but not limited 1o verbal, print, slectronic, for soliciting donstions for Kashika Foundation andior disseminating information sbout it's
aothities'achiovements. Such use of my photo & detalls con be made by Koshika Foundation before or after my treatment or fulfiment of the “purpose”
for which asssstance i being requested.

2§ | (Applicant) further sgros that any such usa of my name, addmss, photo & details of the “purposs”, for which such sssisiance i requestadigranted,
will rol sulomaticalty entitle me fof receiving or continuing the said sssistance. The decsion for granting andfor continuing the assistance will rest solely
with tha Trustess of Koshike Foundation, and thair deciskn is this regard will bir final and accsplable 1o me
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AGREEMENT by HOSPITAL (wesmn g %)

By affixing hemundar, sgnature of our Authonsed Signatory for recammanding this case/paben! for financial assistance lrom Koshika Foundation, we
|Hosplts!) hereby affirm & accept following:

1) that we nelthes are presendly noe will in future sveil of inanckl assistancs from anothar NGO or any other source, for the same pafent/cese. as we &
requesting 1o get from Kashila Foundation, to the exient thst such assistance is granted by Koshika Foundation. if the requesied assatance is nol granted
by Kostvka Foundation, n part of in full, then the Hospital reserves it's right io make up the shorifall from another NGO or any offwr source. This
confirmation sssentially states that the Hospital will not avall any duplicate ssslstance lor the same patienticase from sny other NGO or any ather source,
2) The assistance from Koshika Fourdasion is only financial in natura. Tha chaice of the treatmentiprocedure advised/conducted by the Hospital on the
pasent, s based on the arrangement between (he patient & the Hospltal, and | In no way Influenced by Koshiks Foundation. Hence, the Hespital will
assume sole & complete responsibiity of the treatment & I's culcome & aafety of the patient. and Koshika Foundation will have no role or responsibiiity
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