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DECLARATION by APPLICANT: STEZE T/ T v

1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any false stalsment will render my Apphoation & ongoing assistance, IF any,
liatvie for rejection/cancallation,

2) | solemnly confirm that assistance, f recelved from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which sich assistance

was requesied by me

3} | heretry confirm that | have ol & wil not in lulure, avail of reimbursement, in part o7 i full, from any other sourca'employerfnsurence company, of the amount
for which lfos assisiance & roguesied.
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AGREEMENT by APPLICANT (smits @i &07)

1) By affixing my signature or thumb impression on this Foenm, | (Applicant) hereby agree & suthorse Koshika Foundation and it's Trustaes 10
usepublishiput-uplrepioduce my name, address, photo & detalls of the “purpose”, for which such assistance s requested/granted, through any
medium, including but nat limited 1o varbal, prinl, slecironic, for soliciling donatkons for Koshika Foundation andfor disseminating Information about it's

acihvities/achievements. Such use of my photo & detalls can be made by Koshika Foundalion befora or aftar my treatment or fuffimant of tha “purposa”
for which assistance is being requestad.

2) | {Applicant] furiher agree that any such use of my name, address, pholo & delails of the "purpose”, for which such assistance is requestedigranted,
will not autamatically antitle me for recefving or continuing the said assistance. The dectsion for granling and/or conlinuing the sssistance will rost solly
wilh the Truslees of Koshika Foundation, and their decision ig this regard wili b final and scceptabla to me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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AGREEMENT by HOSFITAL (wisms 5 %07)
Sy affixing hersunder, signaturs of our Authorised Signalery for recommending this case/patient lor finercial assistance from Koshike Foundstion, we
(Hospite!) hereby affirm & accept following:
1) that we nelthar are presently nor will in fulure avail of financial assistance from snother NGO or any other soufoa, lof the same patisnlicase, as wa are
requnsting o gel from Koshika Foundation, o the extent that such assistance is granted by Koshiks Foundation. If the requested assistance is not granted
by Koshiks Foundation, in part orin full, then the Hospital reserves it's right o make up the shortfall lrom anather NGO or any olher source. This
confirmation essentially states that the Hospital will nat avail any duplicale assistance for the same patlent/casa from any other NGO or any alhar source
2) The assistance from Koshika Foundation is only financial in nature. Tha choice of the realment/procodure advised/conductad by the Hespital on the
patient, is bassd on the arrangemen! betwseen the patient & the Haspltal, and is in no way Influenced by Koshika Foundation. Hence, the Hospial will

gssume sole & complate responsibliity of the freatmant & It's outcome & safety of tha patient, and Koshike Foundation will heve no role o responsibility
in the matter.
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