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DECLARATION by APPLICANT, sics gt s 1,

1} | heraby confirm ihal all detalls in this Form ar True to the best of my knowledge. Any false stalerment will render my Application & ongoing assistance, If any,
Iistrie for rmjectionicarncoliaficn.

2] | solemaly confirm ihat azsistance. if received from Koahika Foundation, will be used only for the “purpose”, as stated In this Form. for which such assistanca

wias requested by me

) | hereby confim that | have not & will net in future, svail of reimbursement, in part or in full, from any other sourcefemployeriinsurancs company, of the amount
for which this assisiance is requesiad
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AGREEMENT by APPLICANT (st g0 i)

1) By affixing my sigrature ar thumb impression on this Form, | (Applicant) horaby sgree & authorise Koshika Foundalion and it's Trustees 1o
use/publish/pul-up/reproduce my name, address, pholo & detalls of the “purpase”, for which such assisiance |s requested/granted, through any
miedium, Incheding but ot imited 1o verbal, print, electronis, for solicifing donations for Koshlka Foundalion andler disseminating information about I1's
activitiasfachisvements. Such use of my photo & details can be made by Koshiks Foundalion befora or afier my traatmant or flilfiimant of the “purposs”
for which assistance is being requested.

2] | |Applicant) furiher agree that any such uss of my name, address, pholo & datails of the “purpose”, lor which sich asslstance 8 requesiad/grantad,
will not awfomatically ontile me for receiving or continuing the sakd sssistance. The decision lof granling andfor continuing the sssistance will rest solsly
with the Trustaes of Koshlka Foundation, and their decigion is this regard will ba final and acceptable o me
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AGREEMENT by HOSPITAL (wemss gim W)

By affiing hersunder, signature of our Authorised Signatory for recommiending this casa/patient for Tinancial assistanca from Koshika Foundation, we
{Hospital) hereby affirm & accapt following:

1) thot we neither are presently not will in lure avall of finencial essistance from snotier NGO or any olher source, for the sams pafient'case, ns we are
reguesting to gl from Koshika Foundition, (o the @xent that such assistance 1S granted by Koshikn Foundation. If the requested assistance is not granted
by Koshlka Feundalion, In patt or in hull, then the Hospital resarvas 'S rght to make up the shortfall from anather NGO of any other source. This
confirmation essenlially sistes (hat the Hospital will not avail any duplicate assistance lor the same petient/case Irom any other NGO or sny other souroe
2] The asststancs from Koshika Foundatian s anly financial in natura. The choice af the treatmentiprocadure advised'conducted by the Hospllal on the
patient, in kasad on the srangement batwaan the patient & the Hospital, and (& In no way influenced by Koshika Foundation. Hence, the Hospital will
pssuma sole & complets responsibility of the treatment & ' cutcoma & sefety of the patient, and Koshikes Foundation will have mo fole or responsibillly
m the matter
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