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DECLARATION by APPLICANT: =A% EF1 W 9v;

1] | hereby confirm that all defalls In this Form are True to the best of my knowledge. Any false statement will render my Application & angoing assistance, if any,
liable for rejaction/cancaliation

21 | solemnly confirm that assistance, i recelved from Koshike Foundation, will be used only for the "purpose”, as statad In this Form, for which such assistance
wirs requesied by me,

3) | hereby confirm that | have not & will nat in fulure, avail of relmbisrsement, in pan o in Wl fom any other sourcelemployerfinsurance compadny, of the amouni
for which This aasisiance & eguestod.
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AGREEMENT by APPLICANT |=masw am 1)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby sgree & aulthorise Koshika Foundation and it's Trustees io
usefpublishiput-upireproduce my name, address, photo & details of the “purpese”, for which such assistance is requestedigranted, through any
medium, including bul not limited (0 verbal, print, ekectronic, for soliciting denalions lor Koshika Foundation and/or disseminating Information aboul it's
pelivitiesiachiovements. Such uze of my photo & detalls can be made by Koshika Foundation before or after my trestment or Tulfliment of the “purposa”
for which assistance is being requested.

2) 1 (Applicant) further agres that any such use of my name, address, pholo & details of the *purpose”, Tor which such assistanca |s requestadigranted,
will not autematicaily antitls me for recalving or continuing the sald assistanca. The decision for granting andler continuing the assistance will rest soledy
wilh the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabde 1o me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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AGREEMENT by HOSPTTAL (W=mm TH W)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundalion, we
(Hospital) herety affirm & sccept following:

1) that wea nether are presantly nor will in fulure avall of financlal assistance from another NGO or any olher sowrce, for the same patient/case, as we are
raquisting to gat from Kozhike Foundation, to the extent that such assistance (s granted by Koshika Foundation, IT the requested assistance | not grantad
by Koshlka Foundation, in parl ar in full, then the Hospital reserves IU's right 1o maka up the shortfall from another NGO or any other source, This
confirmation essentially statas that the Hospital will not avail any duplicats assistance for the same patienticasea from any other NGO or any other sourcs.
2] Tha assistance lom Koshlka Foundation ls only financial in natire, The cholce of the reatment/procedure advised/conducled by the Hosplal on the
patkent. is based on the arangement betwean the patient & the Hospital, and is in no way influenced by Koshika Foundation, Henca, the Hospital will
pasums sole & complate responsibility of the treatment & it's outcoma & safety of the patisnt, end Koshika Foundation will have no rofe or responsibility
in the mattar.
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