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DECLARATION by APPLICANT: STH¥E 10 wmen wx:
1) | herstiy confirm that &l detads in this Form are True 1o the best of my knowledge. Any Talse statement will render my Application & ongoing assistance, if any,
limble for réjection/canceliation

2} | salemnly confirm thet assistance, if received from Koshike Foundation, will ba used only for the "purpote”, as stated In this Fom, for which such assistance
was roqilested by me.

3) I heradry confirm that | rave not & will notin future, avall of reimbursamant, in past or in full, from any other sourca/employerinsurance company, of the amount
for which this assistanco is requesied
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AGREEMENT by APPLICANT {smes 7 %17

1} By affung my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees o
use/publighiput-upireproduce my name, address, pholo & details of the “purpose”, for which such assistance s requesisdigranied, (hrough any
medium, including but nol limited to verbal, print, alectronie, for soliciting donations for Keshika Foundation and'er disseminating information about it's
activities/achieverments. Such use of my photo & detalls can be made by Koshika Foundalion before or after my treatmen! or fulliiment of the "purpose”
for which assistance is being requestad.

2) | (Applicant) further agree thal any such use of my name, address, photo & detaile of the “purpose”, lor which such assistance is requested/granted,
will not sutomaticalty entitle me for recaiving or continuing the said assistance. The decision for granting and/or comtinuing the assistance will reat solaly
with the Trustees of Koshika Foundation, and their decision is this regard will be final and accaptable 1o me
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AGREEMENT by HOSPITAL (wemmt 370 %)

By afficing hiereunder, signsturs of our Autharisad Signatory lor recommending Lhis cass/pallent for financial assistance from Koshdka Foundation, we
{Hospital) hereby affirn & sccept following:

1) that wa nalther ara prasenily nor will in future avail of financlal assistance from anothsr NGO or any other sourca, Tor the same palient/case, a5 we g
requesting 1o get lrom Kashika Foundation, 1o the extent that such assistance |5 granted by Koshike Foundation, If the requested assistance ia not granted
by Koshiks Foundation, in part or in full, then the Hospital reserves iUs right to make up the shortfall from another NGO or any ofher sourca. This
canfirmation essentiaily states that the Hospital will not avail any duplicate assistance for the same palient/case from any other NGO or any other source
2} Tha assistance from Koshika Foundation is only financlal in nature. The chofce of the ireatment/procedure advisediconducted by the Hospital on the
patienl, is based on the arangement betwean the patient & the Hospital, and 8 in no way influenced by Koshika Foundation, Hanca, the Hospital will
ilss!huma sole & complete responsibiiity of the reetment & it's outcoma & satety of the patient, and Koshila Foundation will have no role or responsitiilty
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