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DECLARATHIN by AFPLICANT. ATV AT Wrwn ma:

191 hereby confirm that ai delails in this Form are True to the best ol my knawladge. Any false staterrent will render my Application & ongoing assistance, i any,
tighle for repeclicnitancelation,

2] | sotermnly confirm that assistance, if received rom Koshlka Foundation, will be used orlly far fhe “purposa”, as stated in this Form, lor which such azsistance

was requested by me.

3] | heraby confiom that | heve nel & will not in future, avail of reinfursarment, in part o« in full, fromeany pther sowrcelgmplayarfinsurance company, of the amaunt

foe winlch this azsistance is requested.
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AGREEMENT by APPLICANT ¢ sdms o =)

13 By affleing my signature or thumb impressien an this Form, | {Applicanl) heraly agres & authorise Koshika Foundation and ilI"s Trustess to
ussipublishiput-upfreproduca my name, address, phola & delsils of ihe "purpose”, for which such assistance is requastedigranted, through any
medium, including bul ngt limited to verbal, prinl, electronic, for soliciting donations for Koshika Foundatlon and'er disseminating information aboul it's
activities/achisveraenis. Such uze of my phate & detalls can be made by Hoshiks Foundation before or after my reatment or fulfitment of the “purpose”
ot which asslsiance is being requestad.

21 1 tapplicent) furher agree that any such use of my nams, address, photo & details of the “purpose”, far which such asslsiance is requestedgranted,
will ngl autematically entille me for receiving of conbaulng the said assistance. The decision for granling and/for conlinuing tha assislance will rest solely
with 1he Trusless of Koshika Foundetion, and Wheir decision is Lhis regard will be final and acceptatle (o me.
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AGREEMENT by HOSPITAL (=T BN S0}

By affizing hereunder, signature of cur Authorlsed Signatery for recommending this casefpatient for financial assiglance from Koshika Foundation, we
[Hospital) haraby afiim & accapt following:

1] that we neither gaa presenty nor will In future avall of finencisl assistanca from anather NGO or any ofher source, for the same petient/case, a5 wa ara
requesling 1o gel from Koshike Foundallon, bo the gelant Ihat such assistance is granted by Koshika Foundalien. |f the requested assistance is not granted
by Keshlka Foundation, in par or in full, then the Hospital reserves it's right 1a maka up the shortfall from snother NGO or any other source. This
confirmation essentially states that the Haspital will not eyail any duplicate assislance for the same patienticase from any olher NGO of sy other source
2] The assiglanca from Koshika Foundation Is only financial in nature. The chaice of the trealment/procedure advisediconducted by the Hospitat on the
patient, |5 based on the arangamanl between Ihe patienl & the Hospltal, and |5 in no way influenced by Koshika Foundation, Hance, the Hospital will
gssume sola & complele responsitdlity of the treatment & it's outcame & safety of the palient, and Koshika Foundation will have no rale or responsibility
it roatier.
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