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DECLARATION by APPLICANT. =T gm wims 1v:

1] | hereby confiorn thal all detulls in this Foem are True (o B best ol my knowledge. Ary lolss stalement will render my Application & ongoing assistance, I any,
liabia Tor rapechon/cancetation.

2) 1 solemnly confirm that sssistance, If recelved from Monhiks Foundabion, will be used only for ihe "purpose”, as stated in this Form. for which such nesistance

wag requested by me

3} 1 haroby condiem that | have not & will not in future, avail of reimbursamaent, n part or i full, from any other sourcs/employerfinsurantce company, of the armount

for which this assistance is requesiod
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AGREEMENT by APPLICANT (1<% g/ W)

1) By alfuing my signalure of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustees 1o
usa'pubsimhipul-upireproduce my nama, address, photo & details of the “purpose”, lor which such assistance is requesiod/granied, Mrough any
medium, including bul not imited 10 verbal, print, slecironic, lor solicifing donations for Koshlks Foundation andior disseminating Information aboul Ifs
petivitionachimvaments. Such use of my pholo & delalls can be mada by Koahika Foundation bafote of afer my irsatmant ar hudfiimant of the “purpose”
for which assistance is being requested.

2) | {Applicant) furihes pgres ihat any such use of my name, addross, photo & delalls of the “purpose”, for which such sssstance |s requesiod/granied,
will mot aulomaticaily antille me for recaiving of continuing the zaid sesistance. The docision for granting and/or continuing the assistance will rest solsty
with e Trusiees of Koshika Foundation, and their dacigion |s this regard will be linal and acceptable to me
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AGREEMENT by HOSPITAL (wams prn W)
By affixing hereunder, signaiure of our Authanised Signatory for recommending this case/patient for financial sssistance from Keahdka Foundation, we
[{Haspital) hereby affirm & accept following:
1) thil we naither wee presently nar will in fulure avall of financlal assistance from another NGO or any oler source, lor e same pelisntcnse, 28 we ore
requasting (o get from Koshiks Foundation, to the sxtent that such assistanoe is granted by Koshika Foundafion, If the requested assistance is not granied
by Moshis Foundation, in part of In full, then the Hospltal resernves I0s fight to make up the shodlall inom anather NGO of ey other source. This
confirmstion essenbislly stslas thal the Hospital will not avail any duplicste assistance for the same patient/cess from any other NGO or any other source
2) Tha pasistancs ko Koshika Foundaban 8 only fnanceal in natute. The cholce of the realimentiprocedurs advised/conducted by the Hospital on the
patiant, is based on the arangemant betwean the patlent & the Hospltal, and is in no way influencad by Koshika Foundation. Hence. the Hospstal will

oasurmas sols & complsle responalbility of the treatment & it's outcoms & salety of the potient, and Koshika Foundation will have no role o responsdility
i the medter.
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