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DECLARATION by APPLICANT: STFew §M Wi 3:

1) | herehy confirm that 8ll detadls in this Form are True to the best of my knowledga. Any false statemant will render my Application & ongoing assistance, it any,
lrabde for ressctioncancelilation.

2) | soleminly canfirm that assistanca, if received from Koshika Foundation, will be used only for fhe “purpose”, os stated in this Form, for which such sssistance

was requasted by ma,

3} | heraby confirm that | have not & will not in future, avail of reimbursament, in part o i full, from any other sourcefemployerinsurance company, of thi amaunt

for which this assistance |s requested,
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AGREEMENT by APPLICANT ( sies @0 i)

1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby sgree & suthorlse Keshika Foundation and it's Trustees 1o

sl publish put-up/reproduce my name, address, pholo & details of the *purpose”, for which such assistance i requested/granted, hrough any

madium, Inchuding but not limited 10 verbal, print, alactronic, for soliciting donations for Koshika Foundation sndior disseminating information about its

activitles/achievemeants. Swch use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiment of Ihe “purpose”
for which assislance is balng requested,

2) | (Mppiicant) further agree the! any such use of my name, address, pholo & details of the “purposa”, for which such assistance is requestedigranied,
will not autematically entitie me for recelving or confinuing the sald assistance. The decision for granting andfor continuing the assistance will rest solely
with Ihe Trusises of Koshika Foundation, and their declsion is this regard will be final and acceplable to me,
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AGREEMENT by HOBPITAL (vemmet g wat)
By afliuing hareundsr, signalure of our Aulhorsed Signatory for recommanding this casa/patient for financial assistance from Koshika Foundation, we
(Hospital) horely affirm & accept following:
1} ihot we neither are presently nor will in future avall of financial sssistance from another NGO or any other source, for the same patienlcase, s8-wi 88
reguesting o get from Koshika Foundation, 1o the extent that such assistance is granied by Koshika Foundation. If the requested assistance is nol granted
by Koshiks Foundalion, in part or in full, then the Hospitsl reserves il's right to make up the shortfall from anather NGO or any other source. This
confirmation sasenilally states thal the Hospital will not svail any duplicate sssistance for the same patient/case from any other NGO or any aiher source
2) The assistance from Koshika Foundalian 18 only financial in natura, The chodce of the ireatmentiprocedure advised/conducted by the Hospital on the
patient is based on the arangement between the pathent & the Hospital, and s in no way influenced by Koshika Foundation, Hence, s Hospital will

sssume sola & complete responslbifity of the reatmant & it's cutcoma & aafety of the patisnt, and Koshika Foundation will have no role o responsibility
in this mstter.
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