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DECLARATION by APPLICANT: g i s 7.
1) 1 hereby conflem that all detalls in this Form are True lo the best of my knowledge. Any false statement will rendes my Applicallon & angoing aseistance, If any,
|lbéer for repaction‘cancelation

2} | salemnby eonfirm ihal assistance, if recelved from Koshlka Foundation, will be used only for the "purpose”, 88 stated In this Form, for which such assistance
wias roquested by me

3) | hereby confirm that | have not & will not in fulure, availl of relmbursement, in pan orin ell, from any other sourcefemployerinsurnce company, of the amaund
for which This ssusiance is equested.
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AGREEMENT by APPLICANT (smis® @u %11

1] By affixing my signature of thumb impression on this Form, | (Applicant) hereby sgrea & authorise Koshika Foundation and Uz Trustees 10
uzefpublishipel-upirepraduce my name, address. photo & detalls of the “purpose”, for which such assistance is requesiedigrantad, through any
medium, Inchuding bul not imited to verbal, prink, electronic, for solicliing donations for Kashika Foundation and/or disseminating Information about it's

solivilies/achievaments. Such use of my photo & delalls can be made by Koshika Foundation bafora or aftor my irealment or fulfiimant of the “purposs”
for which assistance |5 baing regquasied.

2) | {Applicant) further agree that any such use of my name, address, phato & detalls of tha "purpose”, lor which such assistance s requestadigranied,
will nat autamaticatly entitle ma for receiving or continuing (he said assistance. The decigion for granfing andior continuing the assistance will rest solsly
with the Trusizes of Koshika Foundation, and thelr decision is this regard witl ba final and acceptable 1o me
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AGREEMENT by HOSFITAL (wems g0 Wil

By affixing hersunder, signature of our Aulharised Signatory lor recommending this casefpalient for linancial sssistance from Koshika Foundation, we
[Haospital) hereby affirm & accept fallowing:

1) that we neither are presently nor will in future avall of financial assistance from arother NGO or any other source, for the same patisnt'cases. as we are
requesting to gat from Koshika Foundation, to the extent thet such assistance is granted by Koshika Foundation. If the requested assistance & not graniad
by Koshlka Foundatian, in part or in full, then the Hospital reserves il's righl to make up the shartfall from another NGO or any ather source, This
ponfirmation essentinfly states that the Hospital will not mvail any duplicnte assistance for the sama patisnl/case from any other NGO or any other source.
2) The assistance from Koshila Foundation is only financial in nature. The choice of the trestment/procedurs advised/conducted by tha Hospital on the
patient, is based on the amengement between the patient & the Hospital, and is in no wiey influenced by Koshika Foundation, Henee, the Hospital will
assume sole & complels responsibility of the Ireatmant & II's outcoms & safety of the patiant, and Koshika Foundation will Have no rola or responsibility
In The matker,
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