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DECLARATION by APPLICANT: S T bhym o
1] | hevetry confirm ihat all detalls kb this Foom are Tree to the best of my knowledge. Aoy false siaterment will render my Application & ongoing asststance, I any,
hable for rejechon/canceltation

211 solemnly confirm that assistsnce. if recaived trom Koshio Foundation, will be used only for the "purpose”, as stated |n fhis Form, for which such pesistance
was requesied by me

) | heseby confirm that | have not & will not in future, avail of rekmbursement, in gar or in hll, from any other solcefemployerinsurance company, of the mount
for whicth this Aasisiance & eqidubed
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AGREEMENT by APPLICANT ( swiws @d %)

1) By affixing my signature or (humb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundafion and if's Truslees m
usepublishipul-upireproduce my nama, sddress, pholo & delalls of the “purpose”, for which such assistance is requesledigranted, through any
miedium, including bul not limited 1o verbal, print, skectronic, for soliciting denations for Koshika Foundation andfor disseminating Information about if's
aciivitiesfachinvaments. Such use of my pholo & defalis can be made by Keshika Foundation bafore or after my treatment or fuffiiment of the *purposa”
for which assistance ks belng requesied,

2) | (Applicant) lurther agrea that any such ues of my name, address, philo & details of the "purpose”, lor which such assislance |s requistedigranted,

will not sutematically antitle me for recaiving or continuing the said assistance. The decision for granting andior continuing the assisianoe will rest solaly
wilh the Trustees of Koshika Foundation. and their decision is this regard will ba final and acceplable to me
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AGREEMENT by HOSPITAL (wemma gM
By affixing hereunder, signafure of our Authorised Signalory for recommending ihks case/pabient for financial assistince from Koshika Foundnion, we
[Hompital) harety affirm & accapt folowing:
1) that wa nalther are pragently norwil in future ovall of financial assistance from snother NGO or any othied source, for the same pabient/case, os we sms
raguesting to gal from Koshika Foundation, to the sxient that such assistance is grantéd by Koshika Foundation. If the requested assistance & not granted
by Koshika Faundation, in part or in full, then the Hospital reserves iU's right to maka up the shortfall from snather NGO or any olher source, This
confirmation essentially stales that the Hospital will not avail any duplicals assistance lor the same patieniicase from any other NGO or any olher source
2} The assstance from Koshiks Foundation s only financial in asture, The cholea of the treatment/procadurs advised/conducted by the Hospital on tha
patient. is based on the srangement belwean the patient & the Hospital, and |8 in no way influanced by Koghika Foundation. Hence, tha Hospital will

assuma sols & complata responaiblity of the treatmant & il's oulsoma & safety of ihe patienl, end Keshike Foundation will havs na role or responsibility
in e miatter.
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