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DECLARATION by APPLICANT: SR M S T™:
1} 1 hereby confirm that all details in Ihis Form are Tres te the basl of my kngradedge. Any false staternent will render my Application & orging assistance, i any,
liable for rejectionfeEncellation.

231 sglemnly confinm ihet assistance, if receives Irony Koshika Foundallan, will be used only for the “purpose”, as slated in this Form, for which such assistance
wag requesiad by me

3 | hereby confimt that | have nol & will not in future, avail 6f rembursemeant, in par orm Full, fraen any alher sourcelemployerinsurance company, of the amou T,
far which this assislance s requested
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AGREEMENT by APPLICANT (®Msw ©r %11

1} By affizing my signature or thurmb impression on this Form, | (Applicanl) hereby agree & authorisa Koshike Fourdatian and it's Trustess to
use/publishiput-upireproduce my name, address, photo & delalls of the "purpose”, for which such assistance |s requestedigrantad, thraugh any
medium, including Bul ngt lmitcd b vertal, prinl, electronic, for salleiting donations for Koshika Foundallen andior disseminating information about [t's
aclivilies/achisvements Such use of my photo & details can be made by Koshika Foundation belgre of aller my treatmenl ar fullilment of the “purgage”
for which assislance is being requested

211 {Applicant] further agree thal any such uss of my hame, address, phota & delalls of the “purpese”, for which gush assistance is requastadigraniad,
will nol aulomatically entitie ma for receiving or continulng the said assistance. The decision for granting andier continuing the assistance wilk rest solely
with the Trustees af Koshika Foundation, and their decision is this regard will be final and accaptabile to me.
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AGREEMENT by HOSPITAL (¥orm BT &0}
By affixing hereundes, signature of our Authorized Signatory for recommending this casa/patient lor financial assistance from Kashika Feundation, we
{Huspital) hereby affitm & accepl following:
1} that wa neither are prasanty nor will in futura avail of financial asslstance from another NGO or any other source, for the same patientcese, A5 wa are
requesting 1o get from Koshika Foundation, to the ¢=tant thal such assislance i& granted by Koshika Foundanon, IF the requested assistance is nol granted
Iy Kpshika Foundatcn, in parl ar In full, then the Hosplial resarves if's right te make up the shortfall from another NGOG or any other squrce. This
confirmelion essentially states that the Hespital will nol aveil any duplicate assistence for the same palienticese rom any other NGO or any othet seurce
%) Thao assistange from Koshika Foundation is only financial in nalure. The choice of the weatmentprocedure advised/conducted by the Hospilal on the
palient, is based on the arrangemant batween the patiant & he Hospilal, and ie In ne way influsnced by Koshika Foundation. Hence, the Hospital wil

assume sofe & complate rasponsibility of the treatment & its outcome & salaty of the palient, and Koshika Foundation will have no role or responsibility
in the mallar.
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