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DECLARATION by APPLICANT: STSES ZM 9o 73:

1) I hetehy confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & cngeing assistance, | any,
figbsle for rejecton/canceliation.

2] I solemnly confirm that assistance, if recalved fram Koshika Foundation, will e used anly for the "purposs”, 88 staled 7 this Form, for which such assistance
was requesled by me

3) I hereby confirm that | have not & will nat in fulure, avail of reimbursement, @n gar or in full, fom any other sourcalemployerfinsurancs company, of tha amaunt
for which this assiatance (s requasted
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AGREEMENT by APPLICANT (smws g wt)

1) By afixing my signature or thumb impression on this Form, | (Apphcant] hereby agres & authorise Keshike Foundation and it's Trustees 1o
usa/publishiput-upreproduce my name, address, pholo & detalls of the “purpose”, for which such assistance |s requested/granted, through mny
rmadium, including Bul not limited 1o verbal, print, electronic, lor soficifing donations for Koshiks Foundation andior disssminaling information about It's
activiiesfachievements, Such use of my photo & detalls can be made by Koshika Foundation betorg or alter my treatmant or fulfimant of the *purpose”
for which assisiance |s being requesied.

2) | (Applicant) furiher agree that any such use of my name, address, photo & detalls of the “purpasa”, far which such assistance is requesledigrantad,
will not sutomatically entite me for recaiving or continuing the said assistance, The docision for granting and/or confinuing the essistance will rest sololy
wilh the Trustees of Koshika Foundation, and their decision is Ihis regard will be final and acceptable to me
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By affixing hereunder, signature of our Authorised Signotory for recommending this case/patiant for financial assistancs frarm Kashika Foundation, we
{Hosphtal) hereby affirm & accept follawing:

1] that we netther are presantly nor will in future avall of financial eesistance from another NGO o any other source, for the same patientcase, a5 we are
requesting 1o gel from Koshika Foundation, 1 the extent that such assistance s granted by Koshika Foundation, If the requested assistancs |s not granted
by Koshika Foundation, in part or in full, then the Hospital rezerves iUs right 1o make up the shortfall from anather NGO or any other source. This
confirmation essantially states that the Hospital will not avall any duplicate assistance for the sama patisnticase from any othar NGO or any other source
2] Ther assistance from Koshika Foundation iz only fingnclsl in nature. The choice of the treatment/procedure adviesd/conduclod by the Hespital on tha
patient, is based on the srrangement betwaen the patient & the Hospital, and is In no way Influenced by Koshiks Foundation. Hance, the Hospital will

assume #ole & compiets resoonsibility of the freatment & I¥'s outcome & safety of the palient, and Koshike Foundation will have no raia or responsibility
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