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DECLARATION by APPLICANT: =raTs 5/ = :

1} 1 hereby conflem thal all delailsin this Farm sre True 1o e bestof my knowledgs, Any false statoment will rander my Application & ongoing assistance, ii-any,
bt for rajecton/cancoltation,

2) | zalemnly confirm that assistance, if received from Koshike Foundation, wil be usid only for the “purpose”, as stated In this Form, for which such asslstance
wis requested by ma.

3) I hereby confirm that | have not & will not in future, avall of relmbursement, in part or in full, from any sther sourcelemployerinsurance company, of the amount
for which this assistance in reguested,
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AGREEMENT by APPLICANT {sd<s g wum)

1) By affixing my signatura or thumb impresslon on this Farm, | (Applicant) koreoy agres & sulhorise Koshika Foundation and if's Trustess to

uselpublishipul-upiroproduce my name, address, photo & datsils of the "purpesa”, for which such assistance is requestedigranted, through any

medium, including but not imited e verbal, print, electronle, for soliciting donatiens for Koshika Foundslion sndfar disseminsting information sbout it's

activitias‘achigvamanls. Sueh use al my photo & detalis can be mode by Koshika Foundalion bafore or afier my trasimant ar fulfilment af the "purpasa®
for which essistance is being requested.

2) | (Applicant) lurher agras thal any such use af my namae, sddress, photo & detalls of the “purpose”, for which such assistance is requestedigranied,
will not sutomatically entitle me for receiving or confinuing the said sssistance. The decision lor granting andlor continulng the assistancs will met solely
with the Trustees of Koshlka Foundation, and thair decizlon is this regard will be final and sccaplabls o ma
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AGREEMENT by HOSPITAL (WEm® EFT W)

By affixing horeunder, slgnature of our Authorised Signatary for recommending this case’patient for financial assistance from Koshiks Foundation, we
(Hospital) hereby affirm & scoepl fofiowing:

1) thal we neithar are presenily nor will in fultre aveil of finsncial assistance from arotier MGO or any other source, for the sama pallent/cace, a5 we dre
requesting boget from Koshika Foundstion, tothe sxlent that such assistanca is-granted by Koshika Foundation. [ the requested assistanca is not granied
by Koshika Foundation, in part erin full, then the Hospital reserves IU's ight bo make up the shorfall from another NGO or any other sourcs. This
confirmation essentially siates thal the Hospital will not avall any duplicate asslstance for the same pationt'cass from any other NGO or any other sourcs,
2 Ths assistance from Koshika Foundation l= only finarcial in nalure. The cholce of the treatment/procedurs sdvisediconductad by the Hospital on the
patient, i hased on the arrangament betwean the patient & the Hospital, and i5 in no way influsnced by Koshika Foundation. Hance, he Hospital will
asuume sole & complala responsibiity of the Ireaiment & I0's outoome & safety of the patiznt, and Koshiks Foundation will kave na role ar resparsibiiiy
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