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DECLARATION by APPLICANT, Fwm T WnW T3

1} | hereby confirm that all dedails in this Form are True io this bast of my knowledge. Any false statemant will rendar my Application & ongoing essistance, If any,
lisbde for rejeciion/vanceiation

2] I'sabemnly confirm that assistance, Il received from Koshiks Foundation, will ke usied enaly for the "purpose”, as sisted in thie Farm, lor which such sssistance

was reguested by ma

3] | hareby confirm that | mve nol & will not in future, avail of reimbursement. in par or m full, from any other sourcaismpioyerineurance compary, of the amount
for which thés assistance = requesied
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AGREEMENT by APPLICANT (= g ®71)

1) By affining my signsture or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustess io
use/publish/pul-uplreproduce my name, address, phoio & detalls of the "purpose”, for which such assistance Is requesied/grantsd, through any
madium, including tul nol limited 1o verbal, print, elecironic, lor soliciting donations for Koshika Foundation andlor disseminating information about it's
achivilgs/achisvements. Suth use of my photo & detalls can be made by Koshika Foundatlon before or afier my treatment or fulfiiment of the “purpose”
for which ssstastance is being requested

2) | (Applican) further agres that any such usoof my name, address, pholo & details of the "purpose”, for which such assistance Is requested/granted,
will nat automistically enfitle me for receiving or continuing the sald assistance. The declsion for granting andior continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and el decieion i this regesd will bs firal and acceptabla to me.
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AGREEMENT by HOSPITAL (Fsmm g ®oi)

By affining hereunder, sgnature of our Authorised Signatery for recommanding this casafpatient for financ:al assistance fram Koshika Foundation, we
(Hospital) hereby affim & accept following:

1] haat wa neithar sre prasantly nor will in fuluse avall of fnancisl assistance from another NGO or any other source, lor ihe same patisnticase, as wirars
requesting lo gel Irom Koshiks Foundation, bo the exlent that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part ar in full, then the Hospital resarves its dght 1o makas up ihe shorfall from another NGO or any othar sourcs. This
confirmalion eseentially states that the Hospital will nol avall any duplicale assistance for the same patienticase from any other NGO or any other sourcs
2) The assstance from Koshika Foundation is only financial in nature: The choios of the restmentprocedure advisediconducled by he Hospital on the
patiant, is based on the amangement between the patient & the Hospital, and Is In no way Influsticad by Koshika Foundation, Hence, the Haspital will
assume sole & complets respoasibility of the treatment & it's oulcoms & safety of the patient, ard Koshika Foondation will hava no role or respongbility
in the matier,
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