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DECLARATION by APPLICANT. s m wiven o,

1) | hevatry confirm that sl detaits-in this Form are True to the best of my knowledge. Any false satemnant will render my Application & ongoing assistance, if any.
liabde for rejection/cancaliation

21 | solemnly confirm that sssistance, f eceived from Koshika Foundation, will be used oniy for the “purpose”, 88 stated in this Form, for which such assistance

was requesied by ma

3} | nerety confirm that | keve not & will not n future, avail of rembursement. in part o in full, from any olher sourcademployer/insurance company, of the amount

far which thie assistance = requasted
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AGREEMENT by APPLICANT (=mms mu 5m)

1) By affizing my signature or thumb impression on this Form, | {Apglicant) hereby 2gree 4 authorise Koshika Foundatlon and i1's Trustees to
usalpublish/pul-uplreproduca my name, address, photo & details of the “purposs”, for which such assistance is requesiedigranted, through any
madium, inchuding trul niot limited (o verbal, print, slectronic, lor soliciting donations for Koshika Foundation endfor disseminating information about A's
activities/achigvemants. Such use of my photo & details can be made by Koshike Foundation balore or after my traatmeni or fulfilment of the "purpose”
for which essislance is being reguasisd

2) | (mpplicant) further agres that any such use of my neme, address, phate & details of the “purpose”, for which such assistance Is requested/grantad,
will not sutomatically entitle me for recalving or continulng the sald sssistance. The decision for granting andior continuing the assistance will res! salaly
with the Trusiees of Koshika Foundstion, end their decision i this regard will ba final and accoptable to ma
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AGREEMENT by HOSPITAL (wemmt 570 WTH)

By affixing hersunder, signature of our Aulhorised Signatory for recommanding his casalpatient for financial assstance from Koshika Foundation, we
(Hospital) herety affirm & accept following

1) that we ieiher s prasontly non will in fulkre svail of inenciol assistance from another NGO or any other source, for the same patient'case, 85 we are
requasting to get from Koshika Foundation 1o the extént that such assistance is granted by Koshika Foundation. If the requesied assstance is nol granied
by Koahika Foundation, in pan or in full, then the Hospitsl reserves iU's right to maks up the shortfsl from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any olher NGO or any other source.
Z] The assistance from Koshika Foundation is only financial in nature. The choice of the treatmant’procedurs advisediconducted by the Hospital on the
patiani, is based on the amangsment batween the patiant & the Hospétal, and s in no way influsnced by Koshika Foundation. Hence, the Hospéital wiil
pasumes sols & oomplata responsibility of the treatment & il's outocoms & safety of the patient, and Koshika Foundation will have no role or responsibility
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