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DECLARATION by APPLICANT: SMws 1T smer T

1} 1 hetehy canfinm thal all detalls In tis Form are True o the best of my knowledge, Any lalse statament will render my Application & ongeing assistance, If any,
liable for rajectionicancallation. .

2] | solamnty eorfinm thal assistance, if received from Koshlka Foundaton, will ba used onby for the “purpose’, as slated in this Form, for which such assistance

wag requiestedd by ma.

3] | hereby confinm thal | hawe nod & wdllngl in future, avail of reimbursement, in parl or in full, from any othed sourcefemptoyerinsurance company, of tha amaunt

Tor which this azsistance i3 requested.
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AGREEMENT by APPLICANT | SFES 3WT S0}

1} By afflxing my signaters or thurmb impressken on this Form, | {Applicant) hereby agree & authcnise Koshika Foundation and il's Trustees to
wselpullishiput-uplraproduce my name, address, photo & details of the “purpose”, for which such assislance is requasted!granted, threugh any
medivrm, incduding Bul nol limited 1o verbal, print, electronic, for soliclting donatons tor Keshika Foundalion andfor diszeminating information about it's
aclivitiesfachisvemenis. Such use of my pholo & details can be made by Koshika Foundation balore or afler my Ireatment or fulfilment of the "purpase”
for which assistance is being requested,

2} | [Applicant) further agres thal sny sUch use of my name, address, pholo & delails of the “purpose”, for which such assistance 1§ requastedigranted,
wlll mot autematleally entitle me for receiving or continuing the said assistance, The degision for granting andfor cantinulng the assistance will rest solely
wilh Ihe Trugtees of Koshika Foundation, and their decigion iz Ihis regard will ba final and accoplable 1o ma.
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, AGREEMENT by HOSPITAL (femms g )

By afiixing hereunder, signalure of cur Authorised Swignatory for recommending this case/palient for linancial assistance from Koshika Foundation, we
(Hospital) haraby affirm & sccept ollowlng:

1} thet we neither are presenlly ner will in folure evail of inancial assistence from ancther NGO or eny other source, for the seme palienl!cese, 85 we ae
requasting to gal from Koshika Foundation, 1o the extant thal such assislance is grantad by Kashika Foorwdation. IT ihe requestad assistance is not granted
by Koshika Foundation, in part o in foll, then the Hosplial resarves [I's fght te maks up the shartfall from ancther NGO or any siher sourge. This
canflrmatlon eesantlally states that tha Hospital will nol avail any duplicale asslstance for Ihe same patienticese from any olher NGO or any glher source
2] The assistanca from Hoshika Foundation is only linancial in nature. The choice of the Ireaiment/procedure advisedfcongdyctad by the Hospital on the
patient, is based on Ihe arrangemeant batwean ke patlent & the Hospital, and is In e way Influerced by Koshiks Foundalion. Hence, Ihe Hospital will
assump sobe & complete responsibllity of the treatmenl & it's oulcome & safaty of the paueni, and Kashika Foundation wil have no rede of responsiibity

in the matter.
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