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DECLARATION by APPLICANT: %% T g w1: -

1) | herstyy confinm hat all detalls in this Form are True 1o the bost of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
fabie for rejaciion/cancellstion.

2] | wolemnly confiern that assistance, i received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was requesisd by me.

3} 1 hersby confiem that | have not & wil not in future, svall of reimbursemant. in part of in full, fram any other sourcelemployerinsurance company, of the amount
for which this aesistance is requesiad.
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AGREEMENT by APPLICANT ( wmizs g #11)

1) By affiuing my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and It's Trustoes to
use/publishiput-up/reproduce my name, address, pholo & details of the “purpose”, for which such assistance is requested/granted, through any
medium, inciuding but not limited 1o verbal, print. electronic, for soliciting donalions for Koshika Foundation andior disseminaling information about it's
activities/achiovemants. Such use of my pholo & dotalls con bo made by Koshiks Foundation before or afiar my troatment of fulfiiment of ine "purpose”
for which assistance is being reguested.

23 | (Applicant) furthar agres thst any such use of my name, address, photo & detalls of the “purpose”, for which such assistance ks requested/granied,
will not sutomatically entitks me for recaiving or continuing the seid assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustoes of Koshike Foundation, and their daclilon ia this regard will be final and scceptable to me.
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AGREEMENT by HOSPITAL (wmme g0 wor)

By affaing harounder, signature of our Authorised Signatory for moommending this case/pallant for financial assistance from Koahika Foundalion, we
{Hospitat) hereby affirm & sccept following:

1) that wo nefther are presenily nor will [ utute avsll of financisl ossslance from another NGO of othar source, fof the same pelient/case, 04 we &'
requesting to get from Koshika Foundation, to the sxtant that such assistance i= granted by Koshika . Il e requesiad assistance is not grantad
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confirmation essentialy states thal the Hospital will not avail any duplicate susistance for the same patient/csse from any other NGO or any ather source.
Z) Tha assistunce from Koshika Foundation is only financial In nature. The choice of the treatment/procedure sdvisediconducied by ihe Hospltal on the
patient, s based on the amangemenl betwesn tha patient & ths Hospital, and is In no way influsnced by Koshlka Foundstion. Hance, the Hospital will

assurme sole & complela responsibiiity of the trestment & s outcome 4 safety of the patient, snd Keshike Foundation will have no role or responsibiity
in ihe malter
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