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DECLARATION by APPLICANT: ST ZF Wiew 13:

1) | haraty confirm Mal ol detads in this Form are True to tho best of my knowledge. Any false statement will render my Application & ongoing asslstonoe, if any,
lisbie for rejection/cancellation.

2) 1 solemnly confirm that assistance, If received from Koshika Foundation, will ba used only for the “purpose”, as statiod [n this Form, for which such aslstence

wWas reguested by me

3] | hereby confirm that | have not & will not in huture, avall of reimbursemant. in pan of in full, from any other sourcasmployerfinnurance company, of the amaunt

for which this assistance & reguestied
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AGREEMENT by APPLICANT (s 20 40)

1) By affixing my signature or humb impression on this Form, | (Applicant) heraby agree & suthorise Koshika Foundation and It's Trusiees o
use/publsh/pul-upireproduce my name, address, pholo & detalls of the *purpose”, for which such assistance is requested/granted, through any
medium, including but not limited 1o vorbal, print, ekectronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
nctrviibesiachigvements. Such use of my pholo & details can be made by Koshike Foundallon bafore or after my trestment or fullimant of the “purpose”
for which assisiance |s being requesied.
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will not automaticalty entithe me for receiving or continuing the said assistance. The decision for granting andior continuing the- assistance will rost solely
wilh the Trusiess of Koshika Foundation, and their decision is this regard will be final and poceplabie o me
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AGREEMENT by HOSPITAL (rwemel g0 wut)

By uffixing haraundar, signaiuee of our Authorised Signalory for recommanding this case/patian! for linancisl assstance from Koshika Foundalion, wa
{Hospital) heretyy &frm & accept following:

1) that wa nefther are presently noc will in future ovail of inancial pssistance from another NGO or any other sources, Tor the sama potieni/case, Bs we are
requesting to get from Koshika Foundation, to the exient thet such assistance is granied by Koshika Foundation. If the requesied assstance 18 nol granted
by Koshiun Foundstion, in part of in full, then the Hospital reserves it's right o make up the shorifall from another NGO or any other sourcs. This
confirmation essantially states thal the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any oiher source
Z) The sesiutance from Moshiks Foundation i only inancial in nature. The choice of the reaimentprocedure advised/conducted by the Hospital on the
patient, ks bassd on the srangement between (he patient & the Hospital, and s in no way Influenced by Koshika Foundation. Hence, the Hosplial will
mm$l comglets responsibiity of the treatment & it's outcoms & safety of the patient. and Koshike Foundation will have no role or responsibility
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