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DEGLARATION by APPLICANT: awiess gmn wioom Wiy

11| heraby confirm \hat all detais in this Form are True to e bist of my knowledge. Any false statement will render my Apglication
Rable for rejecion/cancellation,

i) | solamnly confirm that sssistance, il meaived from Koshika: Foundation, will be uged only for the *purposs”, o8 stated in this Form, for

Wik requested by me.

3} | haraby confinm that | have not & will not in fulure, svall of reimburssment. in part or Ire full, from &ny other sourcalemployer/insurance company,

far which this assistance is requesled
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AGREEMENT by APPLICANT ( s 7 wo0)

1) By affixing my signature or thumb Impression an this Farm, | (Applicant) hereby agree & suthorise Koshika Foundation and iCs Trustees to
use/publishiput-upireproduce my name, address, phalo & details of the “purpose”, for which such assistance s requestedgrantad, through any
medium, Including bul not limited to varbal, print, ekectronie, for soliciling donations for Koshika Foundation andior disseminafing Information about il's
acliviies/achievernents, Such use of my phote & details can be made by Koshika Foundalion before or atter my trestmant or fulfiment of the *purpose”
far which assislance ks being requested,

2) | (Applicant) further agree that any such use of my nama, address, photo & detaily of the *purpose”, for which such assistance Is requestedigranied,
will nol sutomaiically entlte me for recelving or continulng the sald assistance. The decision for granting andior continuing the essistance will rest solely
with the Trusiees of Koshika Foundation, and their decision ks this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (wom! 510 %T0)

By affixing hereunder, sigrature of our Authordsed Signatory for recammending this cosafpetient for financial assistance from Koshika Foundation, we
{(Hosplinl) hereby affirm & accept following:

1) that we neither are presantly nor will in fulure avail of financlal assistance from another NGO or any other source, for the sama pallent/case, as we e
requesting la get from Koshika Foundation, Lo the sxtent that such assistance is granted by Koshika Foundation. If the requested assistance Is not grantad
by Koshiks Foundation, in pert or in full, then the Hospital reserves 1f's right to meke up the shortfall from another NGO ar any ather source. This
canfirmation essentlally states that the Hespltal will not avall any duplicate assistance lor the same patient/case from any other NGO or any ofher source.
2) The assistance from Koshika Foundation (3 only financial In nature. The choles of the reatment/procedure advisad/conducted by (he Hospital on the
patien, la based on the arangement between the patient & the Hospital, end Is in no way infiuenced by Koshika Foundation, Hence, the Hoepital will
assume soia & complate responsibllity of the realment & I's outcome & safety of the patient, and Koshika Foundation wil have no role or responsibliity

in the mattsr.
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