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DECLARATION by APPLICANT: STHOW TR v we:

1) | hetaby confirm that 88 detalls in this Form are True 1o the best of my knowledge. Any false statement wil render my Applcalion & ongoing asskstance, If any,
fable for rejects

2) | nolemnly confirm thal sssistance, if received rom Koshika Foundation, will be used only lor ihe “purpose”, as stailod in this Form. for witich such asskiance
was requested by me

3) | herelry confiem that | have not & will not in future, svall of reimbursemaent, (n part of in full, from any olher sourca/smployerineurance company, of the amount
for which this essistance s requested
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AGREEMENT by APPLICANT (sres g0 )

1) By affting my signature o thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundalion gnd 1's Trustees o
use/publishipul-upireproduce my name, address, pholo & detalls of the "purpose”, for which such assistance ls equestedigranted, through any
medium, Inciuding but not limited 1o verbal, prind, sisctronic, for soliciting donations fior Koshika Foundation and/ar dissaminating information abaul it's

activitiosachievemnents. Such use of my pholo & detalls can be made by Koshiks Foundation before or after my treatmeont or fulfilment of the *purpose”
for which assistance ks being requesied,

2) | (Applicant) further agree that any such use of my name, sddress, photo & details of the ‘purpose”, lor which such sssistance (s requestedigranted,
will not automatically entite me for recolving or continuing the said assistance, The decision for granting andfor confinuing fhe assistance will rest solaly
with tho Trustees of Koshika Foundation, and their decision s iy regard will be final and acoeptable to me.
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AGREEMENT by HOSPITAL (wey@m §m %01}
By aMfiking hereunder, signoture of nur Authorised Signatory for recommanding this case/palient for Bnancial asslstanca from Koshika Foundation, we
(Hospital) heratry afirm & accepl following:
1] that we nolther are presently nor will in future ovall of fnancial assistance from another NGO or any othar source, for the same patient/cane, on we e
requesting to gat from Keshika Foundation, to the extent that such assistance is granied by Foshika Foundation. If the requested assistance is not granisd
by Komhika Foundation, in pant o in full, then the Hospital reserves it's right to make up the shortfall from ancther NGO or any other source. Thia
confirmesion essentially siates that the Hospital will not avail any duplicate assistance for the same patient/cass from any other NGO or any other source.
2) The sssintance fram Koghika Foundation is only financial in natum. The choice of the imatmaniprocedure advised/oonducted by the Hospital on the
patient, is based on the arrangement between the patlent & the Hospital, and is in no way influenced by Koshika Foundafion. Hence, the Hospital will

assume solo & compisle responybility of the treatment & it's outcoma & salety of the patient. and Koshiks Foundation will have no role o responsibility
iy Ehe rnextier.
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