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DECLARATION by APPLICANT: WETE g =5+1 Ta:

1| Hererby cenfirm that sl details In ihis Form are Tru lo he bestof my knowledge, Any false statement will rander my Application & ongoing assistance. || any,
fizbts far rejaction/cancelation.

2) | gotemnly confinm that assistance, if recaived from Koshika Foundation, wilk be usad only far the "purpose’, as staied I this Farm, for which such asslstance
was requestod by me.

3| heteby canfirm tiat | fave not & will not in future, avail of reimbursemant, in part arin ful, from any othes source/emplayerinsurance campany, of the amount
for which this sssistance is requasted.
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AGREEMENT by APPLICANT (S g %)

1) By-affixing my signature or thumb impression an this Farm, | (Applicant) hersty agree & authorize Koshika Foundation and it's Trustess to
usipublishiput-up/reproduce my name, sddress, photo & details of the “purpase”, for which such assistance is requesled/granted, through any
medium, incliding but not limited to werbal. print, slegiranic, far soliciling donations for Keshika Foundation andler dizseminating Infarmation about il's
activitiestachievements, Sush use of my phalo & detalls can be made by Koshika Fourdallon before o after my (reatment of fulfiimant of the “purposs’
for which assistance Is being requestad.

2)1 (Applleant) further agree that any such use of my name, Fddess, phoio & details of tha “purpose”; for which such assistance is requestedioranted,
will nat automatically entitle me for receiving or confinuing the said assistance. The decision for granting andlor conlinuing the assistance will rest salely
wilh tha Trustess of Koghlka Foundation, and halr dacision |s 1his regard will be final and accaptahle fo ma.
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AGREEMENT by HOSPITAL (Terms §io =101}

8y sfixing hersunder, signature of our Authorised Signatary for recommending this caselpatiant ot financial sssistance lrom Koshika Foundation, we
[Haspital) hereby affimm & accept follawing:

1) that we neliker sre prasently nor will in fulure avail of finongizl assstance from anather NGO or any olhar source. for the same patient/case, 85 w= ars
requesting fo el from Keshika Foundation, Lo the axfznt thal such assisiance ks granted by Koshiks Foundation. Il the requasted assistance 15 nol grarited
by Kashika Faundation, |n par or in full. then the Hospite| reserves it's right to make up the sharttall from anather NGO or any ather source. This
canfirmation essentlally states that {he Mospital will nol avall any duplicals sssistanee for the same patiant'case from any ciher MGO or any gthar-saurce
) The assistance from Koshika Foundation is only financial in nature. The cholce of the treatment/procedurs advisedicondustod by the Hespltat on the
patient, is hased on the srrangement betwesn the patlent & the Hospital, and i2 In no way infrunced by Koshika Foundation, Hance, the Hospitzl will
assume sola & complete responeibility of the treatment & it's outsome & ssfaty of the patient, and Kaetike Foundation will have no rois or respansiblity
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