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DECLARATION by APPLICANT: ST o0 wiwm 1 ' F

1) | hereby confirm Mat all detalls in this Form are True to the best of my knowledge. Any lalse slstoment will render my Agphcaihon & ongoing assistance, if any
liable for refection/canceliztion

2) | solemnly confirm! that assistance, If recerved from Koshiks Foundation, will be used only for the “purposa”. as stated in this Form, for which such dssistance

was requested by me.

3) | heraby confirm that | have net & will nat in future, vail of rembursement. in part orin full, from any ot sourca/smployerfinsurance company, of the amount

for which this pssistance s reguesied
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AGREEMENT by APPLICANT (smon gm #01)

1) By afflxing my signitura or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and it's Trustess 1o

usaipublohiput-upireproduce my name, eddress, photo & details of the “purpose”, for which such assistance i requesiod/grantad. through any

miedium, Including but nol limited to verbal, print, elsctronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achisvemants. Such use of my pheto & details can be made by Koshika Foundation before or after my treatment of fuifliment of the "purpose”
for which assistanca i3 baing requested

211 (Applicant) tunther agres thal any such uss of my nams, address. photo & getails of the "purpose”, far which such bssistance H requastadigranted,
will nct autamatically entille me for receiving of confinuing the said assistance. The decision for granting and/or canfinuing Ihe sssistonce will res! solely
witn ihe Trustess of Koshika Foundation, and thelr declsion Is this tegard will ba final and acoeptable to me
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AGREEMENT by HOSPITAL (wwms o wim)

By affixing hereundear, signalure of our Authorised Signatory for recommending this cusalpaliant for financial assistance from Koshika Foundation, we

{Hospital) hereby affirm & accepl folldwing:

1) thet we neither are presanily nos will In fulure avall of finencial nesistance from another NGO or any other source, for the same palientcase, zs we are
1o gel from Koshika Foundation, to the extent that such assistance is granted by Koshike Foundation. If the requested assistance s not granted

by Koshika Foundatlon, in part or in full, then the Hospital reserves ii's fight to make up the shortfall from another NGO or any olfer source. This

confirmalion essentially states thal the Hospital will not avall any duplicate assistance for the same patlentcase from ainy ather NGO or any other source

2) The asststance rom Koshika Foundation is only finangial in nature. The cholee of the trealmentprocedure sdvisediconducied by the Hospital on the

patient, = based on the amangement betwean the patien & tha Hospital, and is in no way Influsnced by Koshika Foundation Hance, the Hoapital wil

assume solo & complete responsibllity of tha treatmant & it's outcome & salaty of the patient, ond Koshika Foundation will have no role or responsibility
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