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DECLARATION by APPLICANT: SIiTE Bm wime wx:
1) | hrebyy candirm that nil detals in this Form ane Trus (o the best of my knowlsdge. Any fulse stalsment will fender my Application & ongoing assistance, If any,
listrbe for

2) | solomnly confirm that asaistance, if roceived from Kaoshikn Foundation, will be used only for the “purpose”, as stalod in thin Form, for which such aasstancs
Was reguested by me.

3) | hasrebry condirm that | have not & will not in futune, avail of reimbursemant, in part of in Tull, from any other source/employefinsurance company, of tha amount
for which this asssiance is requesied
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AGREEMENT by APPLICANT ( sies g 177)

1) By affxing my signalure or thumb impresaion on this Form, | [Applicant] hersby agroe & authorise Koshiks Foundation and it's Trustees (o
uselpublishipul-upireproduce my name, address, photo & details of the “purpose”, Tor which such assistance Is requested/granted, through any
medium, including bul not limited to varbal, print, slectronic, for soliciting donations for Koshiks Foundation and/or disseminating Information abiout i's
ucivitiesfachisvements. Such use of my photo & details can be made by Koshika Foundafion bafore or aftier my treatment or fulfilment of the “purpose”
for which assisiance s being requested,

2 | [AppEcant) further agrea that any such use of my name, address, pholo & doteils of the “purpose”. for which such aassistance ks requestod/granted,
will nol automatically entite me for receiving or continuing the said assistance. The decision for granting andfor continuing the assistance will rest soiely
withy ihe Trusises of Koshica Foundation, and their decision Is this regard will be final and scosplable 1o me
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AGREEMENT by HOSPITAL (wemm §m %)

By affixing hereunder, signature of cur Authorised Signatory for meommending this casaipatient for financial assistancs from Kashiks Foundallon, we
(Hospital) hersby affinm & accapt following:

1] thal we neithar are presently nor will in Lulure avail of fnancial sssisiance from another NGO or any other source., for he sama patienlcase, B4 wo are
requesting o get frem Koshika Foundation, to the extent thal such sssistance is granted by Koshika Foundation. |f the requasted assistance is not granted
by Koshika Foundstion, i parf or in full, then the Hospital reserves i's right 1o make up the shortfall from anather NGO of any olher source. This
confirmation essentially states thal the Hospiltal will nol avall any duplicate assistance for the same palient'cass from ahy olher NGO or @ny othar source
2] The assistance from Koshika Foundation is only financial in nalure. The choice of the trenfment/procedure advised'conducied by the Hoapital on the
pasthent, s bosed on the srrangement betwean the pallent & the Hospital, and is in no way influenced by Koshika Foundation. Hanos, the Hospital wil
assume soke & compiste responsibility of the treatmant & it's outcome & safety of the petien!, snd Koshika Foundation will have no role or eaponstbility
in ihe mustier,
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