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DECLARATION by APPLICANT: S gr s wm:
111 hereby confitm that all details in this Form arg Trug ke the best of my knowledge, Any false stalement will render my Applicetion & engoing asslstance, if any,
liatda for rejectioncanceliation,

2 | solemnly confinm thal assistance. if receivad from Koshika Foundation, will be used onky for the "purposa’, as stated in this Fomm, far which such assislance

wag rgquested by me.

3} hereby confirm thal | have et & will nolin Ralure. aveil of reimbarsemenl. in part ar in full, Irom any eher suurcafempioyerinsurancs compary, of the ameunt

far which this assistance is requesied.
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AGREEMENT by APPLICANT [ sies tm %)

1} By affixing my sigrature or thumb impressien on this Fomm, 1 {Agplicant) hareby egres & aulhorse Koshika Foundation and I1's Trustees to
useipubhshiput-upfregroduce my name, address, pholo & details of 1he "purpuss”, for which such assistancs |5 requestedigrented, throwgh any
medium, ingluding but not lmited 1o verbal, prinl, etectronis, for sokiciting donatlons for Koshike Foundatlan andfor disseminating infarmatlon aboul it's
acliviies/achisvements, Such uge of my phole & detalls can be made by Keshika Foundation batora or after my trealment or fuifitment of the “purpose®
far which assislance is being requested.

21 1 tapplicant) further agree that any such use ol my name, address, pholo & dotails of the "purpose”, for which such assistance is «equestadigranted,
wll nof autamatically entitie me fof receiving o continuing the said assislance. The decision for granling andfor continuing Ihe assistance wiil rezl zalely
with the Truslans of Koshika Faurdation, and their decisian i this regard will bg final and scceplable 1o me.
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ABREEMENT by HOSPITAL (¥ 3/ 1)

By aflising hereunder, signalure of our Authorised Signetory for racommending this case/palienl for financial assistance frem Koshika Foundsfion, wa
(Hospital) heraby affirm & accept following:

1) thal we naeither are presently nos will in future avall of firancial assisiance from another NGO of any olher source, for tha same patienticese, as we are
requesting fo gel from Koshika Foundation, to the exient that such assistance b granted by Koshika Foundation, I the requested assistance is nol granied
by Koshika Foundation, in par of in full, then the Hospilal reserves iU's night to make up tha shortfail from ancther NGO or any ofher source. This
carfimmation essantisty states that the Hospllal will nol avail any duplicals assistance for the same patient/cose from any other NGO or pny othar souce
2} The assistance from Koshika Foundation is only financial in nalure. The cholce of the ineatment/procedure advisadiconducled by the Haspital on the
patiant, is based on the Errangemant betwean the patient & the Hospilal, and i in no wiy influsnced by Koshika Foundation. Hence, the Heospital will
assume sole & complete responsibility of the trestmant & I's outcome & safety of the patient, and Koshika Foundation will have na fole or rasponsibility

in the matler.
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