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DECLARATION by APPLIGANT: SRS R HTOT W4:

111 hereby confirm that all details in this Form are True 19 1he best of my knowledge, Any false statemenl will render my Application & ongaing assistance, if any,
liatde far rejectoncandelatian.

2] | selemnly confirm thal assistance, if recelved from Koshika Foundation, will be used only far the “purpose”, as slated in this Form, for which such assistance

was requested by me.

3} 1 herety confirm thal | have not & will not in fulure, ewail o reimbursament, in part o in full, from any other SoWcelzmployerinsurance companty, of Ihe amournt
Tor which this assistence is requastad.
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1] By aflixing my signature or thumb impression on this Form, | {Applicanl) hereby agres & auwharlse Koshika Foundalin and it's Trusless 1
use/publish/putupireproduce my name, address, pholo & detals of the "purpose”, for which such assistance i requastedigrantad, through any

g lum, Inciuding bul nel Bmited 1o verbal, print, electronic, for sollciting donatlons for Koshika Foundalion andfor dissaminaling informalion sbout it's
aciivliestachievements. Such usz ol my phole & details can be made by Koshika Foundation before ar after my traatment or fulliilment of the “purpose”
For which assislance is being requested.

27| [Applicant’ funihar agres that any such use of my name, addrass, pholo & details of the “purposa’, for which such assistance is requesledigraniad,
will ol autematically entille me for regaiving of continuing the said assislance. The dedision for granting andior continuing the assistance will resl selely
with Iha Truetees of Koshika Foundation, angd their dacision is this regard will b2 fingl and accaplable 1o ma.
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AGREEMENT by HOSPITAL (780 §M1 RN}
By affixing hereunder, signatura of aur Authorized Signatory for recommanding this casadpatient for financial assislance from Koshika Feundatian, we
[Hospital) hereby affirm & accept following:
1} thal wa naithver are presenlly nor wil in fulura avall of financial szsistance from anglher NGO or any othar sourca, far the same patient'caze, 83 we are
reguEsting to gal from Koshika Foundation, 1o the axtant that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's righl 1o make up the shortfall from ancther NGO o any other sourgs, This
confirmation ezsenlially slalss thal the Hospilal will not avail any duplicale aasislance for the same patleniicase fram any olher NG or any ather source.
23 The assistance from Koshika Foundation is only financial in nature. The choica of the treatmentiprocedure advised/conducted by the Hospitat on the
patient, is based on the arangemeant balwaen the patienl & the Hospital, and i in o way influsnced by Keshika Foundation. Hence, tha Hospilal will

assume sole & complele responsibility of the treatment & it's ouloome & safaty of tha patient, and Koshika Foundation will have na rele or resporsbilily
in the maller,
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