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DECLARATION by APPLICANT: SMTW T wiomy wx: .
1) | heseby canfiem that all detsiés in this Form are True to the best of my knowledge. Any faise statament will render my Application & ongaing 3¢

labin for rejectionicancetalion., \
2) | solamnly confirm that assistance, If received from Koshika Foundation, will be used only for the "purpose”, 85 stated in this Form, for which such
wis requested by me.
3} | hetraly confiemn that | have nol & will not in future, avail of reimbursemant, in part or in full, from any other sourcelemployerfinsurance company, of the
far which this masistance |s requesiod.
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AGREEMENT by APPLICANT (smes g w1m)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and i's Trustees 1o
usepublishiput-uplreproduce my name, sddress, photo & detads of the "purpose’, for which such assistance Is requestedigranted, through any
medum, including but net Bmited 1o varbal, print, electronic, for soliciing donations for Koshikn Foundalion andior disseminating information aboul if's
activiies achiovements, Such use of my photo & detalls can be made by Koshlks Foundation befare or after my Irestmant of fufimant of the "purpose”
for which assistance ks being requestad,

21| [Applicant) further agree (hat sy such use of my name, address. photo & detalls of the “purpose”, for which such assistance (s reguasted/granted,
will not automabcally entiie me for recalving or continuing the sald assistance. The decision for granting and/or conlinuing the sssistance will rest solely
with the Truslees of Xoshika Foundation, and their decision is this regard will ba finai and accaplable o me.
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AGREEMENT by HOSPITAL (wooms B0 %)

By affixing hersunder, signature of our Authorised Signatory for recommending this case/patient for financial essistance from Koshika Foundabon, we
{Hespiial) herstry affirm & accepl loSiowing:

1} that we naiher ere presently nos will in Tuture avail of financial essistance from another NGO or any ofher scurce, for the same patieniicase, as we are
requirsiing lo gel from Keshika Foundation, bo the exient thal such assistance is granied by Koshiks Foundation, |l the requested assisiance it nol granted
by Koshika Foundation, in par or in full, then the Hospita! raserves it's right to make up the shortfall from another NGO or any other source. This
confirmation esgentially siates that the Hoapital will not svall any duplicate assistance for the seme pallenticase from any other NGO gr &y other source
2) The assistance from Keshika Foundabon is only inancial in nature. The choioa of the ireatment/procedure adviged/conductad by the Hospital on the
patient, is bised on the arrangement batween the patient & the Hospital, and is in no way influenced by Koshika Foundstion. Hence, the Hospital will
assume sole & complate responsibliity of the treatmeni & it's outcome 4 salety of the patient, and Koshika Foundation will have no role o responsibiily
Iry tha mztiar.
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