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DECLARATION by APPLICANT: 3496 TW S T3

1) | hereby confiem at all detaits in this Form are True 1o the best of my Knowledge, Any talse stalement will render my Application & ongoing assistance. il any,
libie for mejecton/canosiation

2 | sokemmly confirm that assistence, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was reqlesiliod by me

3} | hereby confim that | have not & will not in futare, avall of rembursement, in part of in i, from any ether sourcelemployerinsurance company. of the amoun

lor which Shis sssistancs |8 requestiod
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AGREEMENT by APPLICANT (sres g %1

1) By affizing my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and i's Trustees 1o
use/publishipul-upieproduce my nama, ddiess. photo & delails of the “purpase”, for which such assistance (s requestedigranted, through any
medum, mcluding but net imited 1o verbal, prnt. electronic, for soliciting donations for Koshika Foundation andfor disseminating information sboul s
attivitieslachicvaments. Sqch use of my pholo A detalls can be made by Koshika Foundation before or afer my trestment or fulfliment of the “purpose”
for which sEssianoe is beng requesied.

23 | (Appicant) further agroee that any such use of my name, address, photo & detalls of the "purpose”. Tor which such assistance |s requestodigranted,
will ot automatically entite me for recelving of confinuing the said assistance. The decision for granting and/or continuing the assistance will res! solely
wilh tha Trusless of Koshiua Foundation, and their decision i this regard will be linai and acceplable to me
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AGREEMENT by HOSPITAL (woms g wim) .

By affiing hermunder. sgoature of our Authonsed Sgnatory o recommending this case/patient for financal assistance from Koshika Foundation, we
(Hospital) hereby affirm & sccept lollowing:

1) that we nisither ane presently nod will in futsrs ovall of Snancial assisiance from another NGO or any other scurce, for the same patient/case, as we are
requesting 1o gel from Koshika Foundation. to the exiant that such assistance is granted by Koshika Foundation. If the requested assistance 1S nol grante
by Koshiks Foundation, i part of in full, then the Hospital reserves IUs right 1o make up the shortfall from ancther NGO or any other soutce. This
confirmation essentially states that the Hospitsl will not avall any duplicate assistance for the same patienticase from any other NGO or any olher source.
21 The assistance from Koshika Foundation is only financial in nature. The chowos of the treatment/procedure advised/conducted by Ihe Hospital on the
pateenl, is based on the srrangemant batwesn the patient & tha Hospital, and is in no way influenced by Koshiia Foundation. Hance, the Hospitial wil
assume solo & comghete resporsibility of the treatment & it's outcome & satety of the patient, and Koshika Foundation will have no roke o respensibility

in the matier.
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