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DECLARATION by APPLICANT. =75 5t 9 7=:

1} | heveiy confirm that oll details in this Form are True o fhe best of my knowledgs, Any false statement will render my Application & ongoing assistance; f any,
lakie for rejectionicanceltation.

2} | solemnly confirm tha! assistarce, f recelved from Koshika Foundation, will be used anly for the “purpose”, s statad in this Farm, for whish such assistancs
wag requasted by me.

3) | haraby canfirm that | have nol & will natin-fuliurs, avall of rembursement, in part o in full, fram any other sourcalemployerinsurance company, of the amoeunt
for which this asssiance s roguested.
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AGREEMENT by APPLICANT (aamm 21 W)

1) By affixing my signalure or thumb impression on this Faem, | (Applicant) hersby sgree & aulharlsa Koshiks Foundation and s Trustoes in

uselpliblishiput-upfreproduce my name, address, photo & detsils of the *purpase’, for which such assislance s requesiadigranied, Ihrough any

medium, including bul nol fimited o verbal, prinl, electronic, for solicling donations for Koshika Foundation andior disseminating information abeut it's

Betivitesfachlavaments, Such use ol my photo & detalls can be made by Koshika Foundation bafore of after my treatment or fulfiment of tha *purpose”
for which assisience is baing requasted.

2) | {Applicant) lurihar agree thal any such use of my name, address, pholo & details of the "purpose”, for which such assistance is requesiadigrantad,
will not sulomaticslly antitle ma for recefving or continuing the said assistanca. The decision for granting andfar continulng the assk=tance will rest solsly
with the Tresteea of Koshike Foundation, and their decizion is ihis regard will be fina! and accaptabls 1o me [
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AGREEMENT by HOSPITAL (wuam 151 501)

By affixing hereunder, signalure of our Authodsed Signatory for resommending this case/patient for inancial sssistancs from Koshlka Eoundalion, v
t{Hespital) hereby affirm & accept following:

1} that wa naither are presanily nar will In future avsil of fingncizl pseistznce from anolher NGO or any bther sourca, for the sama palientcase, as we are
requesting to get from Koshike Foundation, to the extent that such assistance is granted by Keghika Foundation, If the requested assisiance s not grantad
by Koshika Foundation, In part orin full, then the Hosplial reserves |15 right to make up the shartfall fram another NGO or any other source. This
confimmation essanlially stales that tha Hozplfal will not avell any duplicetes assistence for the sama patlenticass from sny other NGO or any other 2ource.
2) The assistance from Koshika Foundation i only financial In nature. The chaice of the trestment/procedure sdvisediconductad by the Hospital on the
patient, = based on the srranpemant between ihe pafiant & the Hospial, and 18 in no way influencad by Koshlky Foundation. Hance, tha Hospitat will

meslime tola & complals responsibiity of the freatment & (' autcome & safely of the patient, and Keshika Fasndation will have na role ar responsibility
in the makier.
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