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DECLARATION by APPLICANT: SIew B wimm wy:

1) | harsby confirm that &l detaits in this Form are True 1o the best of my Knowladge. Any false statemant will render my Application & ongaing assistance, If any,
linble for rejection/cancellation,

2) | solemnly confirm (hat assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated In this Farm, for which such assistance

was requested by me

3) | hareby confirm that | Bave not & will not in future, avail of reimbursemsnt, in pan o in full, from any other source/smployarinsurancs company, of the amount

for which this assistance is requeslod.
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AGREEMENT by APPLICANT | smiee g %)

1) By aflixing my signature or thumb impressicn on this Form, | (Applicant) hereby egree & authorse Koshika Foundation and it's Trustees o
use/publish/pul-up/reproduce my name, address, pholo & detalls of the "purpose”, for which such assistance Is requested/granied, through any
medium, including bul ot imited to verbal, print, elecironic, for soliciting donations for Koshiks Foundation and/or disseminating Information aboul it's
aofivities/achisvemants. Such use of my photo & detalis can be made by Koshika Foundation bafore or after my treatment or fulfilment of the *purposs”
for which assistance |s being requested.

2) | {Applicant) further agree that sny such use of my name, address, photo & details of the “purpose”, for which such assistanca is requestedigranted,
will not-automatically entitle me for recelving or continuing the sald assistance. The decision for granting andior continuing the assisiance will rest solaly
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (¥#mm §M ¥ar)

By affixing hereunder, mignaturs of our Authorised Signetory for recommending this casa/patient for financial assistance from Keshika Foundation, we
{Hospital) hereby affirm & sccept following:
11 that we neithar are presantly nor will In future svall of financial assistance from another NGO or any other sourca, for the same palient/cass, as we are
requesiing to get from Koshika Foundation, o the extent thal such assistance |s granted by Koshika Foundation, If the requested assistance is nol granted
by Koshlka Foundation, in pan o in full, then the Hospital reserves i1's right to maka up the shorifall from another NGO o any other source, This
confirmation essentially states that the Hospltal will not avall any duplicats assistance for the sama pafient/case from any other NGO or any other source.
2] Tha assistanon from Koshika Foundation is only financial in nature, The choloe of the treatment/procedure advisediconducted by the Hospital on the
pationl, is based on the amangament between the patlient & the Hospital, and s In no way influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complats responsibility of the treatment & i's outcome & safety of the patient, and Koshike Foundation will have no role or responaibility
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