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DECLARATION by APPLICANT, S&%% 3 Wiem 73:

111 hereby confim thal @i detads in this Form are True (o the best of my knowledge, Any fatsa statement will render my Application & engoing assistance, If any,
labile for Fejechion/canceliabon.

2} 1 nolemaly confirm thal sssistance, if recedved from Koshika Foundatian, will be used onty for th "purpose”, 8s stated in this Form, for which such assisiance

wis requesiad by me

4) | hersiy confirm rat | have not & will not in future, avail of rembursement, in part o in lull, frem any other sourcelemployer/insurance company. of the amount
for which Bus @asrstance i eguesied
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1) By affiung my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and I's Trustees 1o
use/publshipul-uplregroduce my name, sddress. photo & details of the ‘purpose’, for which such assisiance is requesied/granted, through asy
medum, mcluding bul nat mited to verbal, print, electronic, for soliciting donations for Koshika Foundation snd/or disseminating information aboul its
pctiviies'schirvaments Such use of my pholo & detalls can be made by Koshika Foundation belore o after my treatment of fulfilmant of the “purpose’”
for which assistance m being requesied

2] | [Applcant) further agrea that any such use of my name, sddress, pholo & detads of the “purpose”, for which such sssistance i requesied'jianied
will Pl automatically enfile me for receiving or confinuing the said assistance The dacision for granting and/or continuing (he assstance will resl solely
with e Trusless of Koshika Foundation, and their decision |s this regard will be final and accoplable o me
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AGREEMENT by HOSPITAL [wemms oo W)

By affinng hereunder. mgnature of our Authonsad Signatory for recommanding ihis case/patient for financial sasistance from Koshika Foundation, we
(Hospital ) hereby afrm & accepl following:

1) that we neithar ane presentty nor will in future avall of financial sssistance from another NGO or any other source, lof the same patlent/case, us we are
requesting o gl from Koshika Foundation, to the extent thal such assistance & granted by Koshika Foundston. If the requested assistance s nol granied
by Koshisa Foundation, in part ar in full, then the Hospital rewetves it's ight 1o maka up the shortfall from another NGO or any other source. This
conrfirmation essentially states thal the Hospital will not avail sny duplicste assistancs for the same patient/case from any other NGO or any othar source
21 Tha asslatance from Koshika Foundation ts only financial in nature. Tha chaice of the irsatmentprocedure advised/conducted by the Hospital on the
pateenil, iy based o the srrangement between the pafient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitil will

pesume soke & complete resporsibilily of the reatment & iU's outcome & salety of tha patient, and Koshikn Foundation will have na rols or responsibility
in the matier,
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