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BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicatifo)
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DECLARATION by APPLICANT; 37w 3m Sy Ta: A
1) I heraby confirm that alf detalls in this Form are True to the best of my knowledge. Any false statement will render my Appllcation & ongoing

fimhia for rejecton/canceliation.
2) I sodemnly confirm that assistance, if received from Koshike Foundation, will be used anly for the “purpose”, as stated in this Form, for which such
was requested by me.
3) 1 heraby confirm hat | have not & will pot in fulure, il of rembursement, in part or in full, from any other sourcelemployerinsurance company, of i
for which this assisiance s requesied.
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AGREEMENT by APPLICANT ( suaes: g0 1)

1) By affixing my signature or thumb impression on this Form, | (Applicant] hereby sgres & aulhorise Koshika Foundation and H's Trustees 1o
use/publishiput-upfreproduce my name, address, photo & detafls of the “purpose”, for which such assistance & requested/granted, through any
medium, including bul ol limited 1o verbal, print, efectronic, for solicling donations for Koshika Foundalion andfor disseminaling information about it's
aciivilies/achisvements. Such use of my pholo & details can be made by Koshiks Foundation baforo or after my traaiment or fulfitrient of the “purpose”
feer which assistance is being requested,

2) | {Applicant) lurher agree that eny such use ol my nama, address. photo & detalls of the “purpose”, for which such assistance is requestedigranied,
will nol automalically entitle me for receiving or conlinuing the said assisiance. The dadision for granting and/or conlinuing the assistance will rest solsly
with the Trustess of Koshiks Foundation, and their decigion is this regard will be finaf ahd scceptable o me.
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AGREEMENT by HOSPITAL | wsme gm W)

By affizing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & sccept following:
.| 1) thet we naither-are presently nor will in future avail of fimancial assistance from anolher NGO or any other source, for the same patienticase, as we are
raquasting to get from Koshika Foundstion, o the extent thal such assistance is granted by Koshika Foundation, If the requested assistance (s nol granted
by Koshika Foundation, in part or in full, than the Hospital reserves it's night to make up the shortfall from anathar NGO or any other source. This
confirmation essentially slates that the Hospital will nal avail any duphicate assistance for the same patient'case from any othar KGO or any olher source,
2} The assistance from Kashika Foundation is only financial in malure. The choice of the trealiment/procedure advisediconducted by the Hospital on the
patient, s based on tha arrangement batwean the patiant & the Hospital, and |s in no way influgnced by Koshika Foundation, Hence, the Hoepltal will
assume sole & complete responsibility of the treatment & it's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matiar.
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