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DECLARATION by AFPLICANT: swdes @ W o7;

1)1 hereby confim that all details in Ihis Form are True 1o the best of my knowledge. Any false stalement wil render my Applization & engoing assistance, if any,
[bile for rejectionfcancallation.

21| salamnly confirm Ihat assistance, If received from Koshika Foundation, will be used anly for Ihe "purpese”, as slaled in this Form, far which such assistanca

wes renuested by me.

5) I nereby confirm thal | Fave nol & will aat futLre aval of feimburssment, in park or in full, from any other spursefemployerinsurancg company, af the amount

for which this assis:ance is requesiad.
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AGREEMENT by APPLICANT | setew grr #T0}

1) By afflxlng my signatura or thumb impresgion ¢n this Fom, | {Applicant) hereby agree & authorise Koshlka Foundation and iCs Trustees to
use/putlishipul-upireproduce my name, address, photo 8 details of the "purpose”, for which such assistance is mguasicdigranted, through any
madium, including but rat limited to verdal, print, electranic, fur soleling donalions for Kashika Foundation andfor dlsseminating in frrmation aboul it's
acliviliesiachigvermants. Such usa of my phole & details can be made by Koshlka Foundation belore of afier my treatment or fulfilinent of the “purpmsE”
far whigh asslstance is being reguested

2} | (Applicant} further agree Ihat any such use of my name, address, photo & details of the “purpose”, for whigh such asslstance is requestadigranted,
will not autematically antitle me for recsiving or continuing Ihe sald assistance. The decision for granting andlor continuing the assistanca will rasl solely
with he Trustees of Koshika Foundalion, and their decision is this regard will be final and acceplable o ma.
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AGREEMENT by HOSPITAL (Y91 §FT F1R)

By afixing hertunder, signature of our Autharised Signatory for recommending this casalpatient for financie! assislance from Koshika Foundation, we
{Hompital) haraby affirm & accepl following:

1) thol we naither are presently nor will in future avel of francal assistance troen mnothar NGO or any other sounce, for the same paiient/case, as we Bre
requesiing 1o get trom Koshika Foundation, Lo the exten! that such assislance is granied by Koshika Foundation, If the requesiod assistance is not granted
by Hoshika Foundation, in part or in full, then the Hospital reserves (s right 1o make up the shontall from ancther NGO or Bny ofher source, This
confirmation sssantially states that tha Hosplial will not gvsll sny dupiicato assitance for the same patient/cese from any olher NGO or sy olher spuncs.
2} The assistance fram Koshika Foundstion is only Bnancial in nolure. The chaice of the treaiment/procedure advisediconductad by the Hagpital on the
patient, is based on the srrangemenl betwesn the patient & the Hospital, and I in na way influanced by Koshika Foundalien. Hence, the Hospital witl
assume sole & complele responsibdlity of the trestment & it's oulcome & safiety of the patient, and Keshika Foundatian will have no rple or responsiity
in the maller.
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