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DECLARATION by APPLICANT: spims g s T

1} | herety confirm that all detalls in this Form ane True to the best of my knowledge. Any fatse statement will render my Application & ongeing assistance, f any,
|Esbie: for resaction/cancellation.

2} | sodemnty confirm that assistance, if received from Koshike Foundallon, will be used only for ihe "purpose”. as stated in this Form, for which such asssslance

waoa requasiod by me

3) | haraby confirm that | have nod & will nol in futue, avail of relmbursement, b0 part of in full, from any other sourcefemployer/insurance company, of the amaund

for which this assistance is requested,
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AGREEMENT by APPLICANT (swits @1 1)

1) By affixing my signature or thumb impression on this Form, | (Applican ] hereby agree 8 authodse Koshika Foundation and it's Trustees 1o
usepubkish/pul-upireproduce my name, addrass, photo & datalls of the “purpose”, for which such assistance is requested/grantiad, through any
madium, Inchuding bul not imited io verbal, print, ehecironic, lor solicling donations lor Keshika Foundatlon and/or disseminating information about iU's
activillesiachiovements. Such use of my pholo & details cen be made by Koshika Foundation bafora or after my treatmant or fulfimaent of the “purposs”
for which assistance is being requested.

2} | (Applicant) further agree that any such use of my name, address, phote & details of the *purpose”, for which such assistance is requestadigrantad,
will nat sutematically antitle me for recaiving or continuing the sald asslstancs, The decision for granting and/or continuing the assisiance will rost soialy
with lhe Trustees of Koshika Foundation, @nd their decision is this regard will be final and accaptable to me
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AGREEMENT by HOSPITAL (veama g0 w0T)

By affzing hereunder, signatune of our Avthorised Signalory for recommending this case/patient for inancial assistance from Koshika Foundstion, we
{Hospital) hereby affirm & accept following:

1} inat wa neithar ara presenlly nor will in future avall of financial assistance from another NGO or any other source, for the seme palienlicase, oo we afe
reursting to get from Koshika Foundation, to the extant that such assistance is granted by Koshika Foundation. If the requested sssistance is nol granted
by Koehika Foundation, In part or in full, then the Hospital reserves it's fght to make up the shortfall from anothes NGO or any olher saurce. This
canfirmation assanfially states that tha Hospital will nol avail any duplicale essistance for the same patient/casa from any olher NGO or any other souce.
2) The assistance from Koshika Foundafion is only financial in nature. The choice of the treatmant/procedure advised/conducted by the Haspial an tha
patient, ia based on the arrangemeant betwesn the patisnt & the Hospital, and (s in no way influanced by Koshlka Foundation, Hence, the Hospital will
asnuma sola & complela responsibiily af tha reatmant & IF's oulcome & safety of the patien), and Koshika Foundstion will have no mmle or responsibiity

in the matter.
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