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DECLARATION by APPLICANT: SISEW B STTM ¥H:

1) | heteby confirm that all detsils in this Form are True to the best of my knowledge. Any false statemeni will render my Application & angoing assistanca, If any,
linhla for rejacton/cancellation,

2} | solemnly confirm that assistance, it recalved from Koshiis Foundation, will bo ussd only for the “purpose”, as stated in this Fom, for which such assistance
was requested by me

2} | herstyy confirm hat | have nat & will nol in fulure, availl of reimbursement, in gan of in full, from sy other scurcalsmploverinsurance company, of the amaount
for which this assistance is requastad
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AGREEMENT by APPLICANT (sss 2 %)

1) By atficing my signafure or thumb impression on this Form, | (Applicant) hereby sgree & suthorise Koshika Foundation and it's Trusiees to

use/publishipul-upireproduce my name, sddress, phalo & details of the “purpose”, for which such assistance |s requesiedigranied, through any

madiim, including bul not imited (o verbal, prinl, electronie, for soliziiing donations for Koshika Foundation snd/or disseminating information abaut it's

achvites/achiovements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfimant of the “purposs”
for which assistance s being requested.

211 (Applicant) furiher agres that any such use of my rame, address, phote & details of the “purpose”, for which such assistance is requestsdigrantad,
will not automatically antitle mea for receiving ar conlinuing the =aid assistance. The decision for granting and'or continuing the essistance will rest aohaly
with the Trustess of Hoshike Foundation, and their deciglon is this regard will be final and acceptable (o me.
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AGREEMENT by HOSPITAL (7P B0 1)

By affixing hereunder, signalure of nur Authorised Signatory for secommending this case/patient for linancial assistance from Koghike Foundalion, wo
{Hospital) herebry affirm & accept Tollowing:

1) that we nefher are presently nor will in futurs avail of linancial assistance from another NGO or any other source, for the same patienticase, a4 wa are
reguesting to get from Koshika Foundation, to the extent thal such assisiance i granied by Koshika Foundation, If the requested assistance s nof granted
by Komhika Foundation, in pard or in full, hen the Hospltal meeserves i's right to make up the shortfall from ancther NGO or any other source. This
confirmation essentially states that tha Hospltal will not avail any duplicote assistance for the same patisnt'case from any other NGO or any other source
21 Thie assiniarnce from Koehika Foundation s only financial in natura. Tha choice of the ireaiment/procedura advised/conducted by the Hospilal on he
patlant, is based on the arrangemant between the patient & the Hospital, and is in no way Infleenced by Koshika Foundation, Hence, the Hospltal will
aesume sole & complate responsibility of the treatmant & s outcome & safety of the patient, and Koshika Foundation will hava no roie or responsibifity
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