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DECLARATION by APPLICANT. swifes g sitwvg w3
1] | hevaby confirm thet &l details in this Form are Trun 1o the best of my knowledge. Any falss ststament will rander my Application & ongoing assistance, if any,
liable for rejection/canceliaian.

2) | solgmnly canfirm that sesistance, if received from Koshika Foundation, will ba usad only for tha "purpote”, as etated In thiz Form, for which such assisiance
wiag requasied by me,

3) | hereby condism tat | have not & will not in future, avail of reimburssment, in part orin ull, from any other sburce/emploverfinsurance company, of the amount
for which Ihis assislance s requested
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AGREEMENT by APPLICANT {sad=s gm =u1)

1) By afficing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publishipul-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requested'granied, through amy
medium, including but not imited to verbal, print, elecironic, for soliciling donations for Koshika Foundation andfor disseminating information sbout It's

acliviiesfachisvamants. Such use of my photo & detalis can ba mada by Koshika Foundation bafors or after my treatment or fulfilmaent of the “purposs®
for which assistance is being requested.

2) | (Applicant) further agree that &ny such use of my name, addrees, phato & details of the “purposs”, lor which such assfstance s raguastadigraniad,

will nol automatically entitle me for recelving or continuing the said assistance. The decision for granting andlor continuing the assistance will rest solely
with the Trustess of Koshika Foundation, and their decision is this regard will be final and soceptable to me.
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AGREEMENT by HOSPITAL (F&uis B0 w77

By affixing hreunder, sighature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
Hespitai) hareby affirm & accept following:

1) that we rether are presently nor will in future svail of financial aesistanoe from snother NGO or ny other source, for the same palipnlicase, as we are
requesting to gel from Koshika Foundation, to the extent that such assistance s granted by Koshika Foundation, If the requested aseistance |5 not granied
by Koshika Foundation, in parl ar in full, then the Hospital regerves it's rdght ta make up the shortfall from another NGO or any other source. This
confirmation essantially states thal the Hospital will nol avall any duplicate assistance lor the same palient/caze from any other NGO or any other source.
2} The sssistance from Koshika Foundation is only financial in nature;, The choice of the treatmentprocedure advisediconducted by the Hospital on the
patient, Is based on the amangement batween the patient & the Hospital, and |s in no way Influenced by Koshikas Foundation. Hance, the Hospital will
amsuma sole & complets resporsibility of the treatment & it's outcome & safely of the patien!, and Koshika Foundation will heve na raole or responsitsifity
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