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DECLARATION by AFPLICANT: WH3F 0 WM TH:

19| haralyy confirm that all details in this Form are True Io the best of my knowledge. Any Talsa statement will render my Application & ongeing assislance, if gy,
liable for rejectionicancellation.

2} | solemnby confirm thal assistenca, if receivad from Koghika Foundation, will be uesd anly for the “purposs”, 3s stated in this Fomm, for which such assistance

was requested by me.

1) | hersby ¢onlirm that | have not & will notin Tature, avail of reimbursermeant, in par or in full, from any cther sourceemplayerinsurance company, of Ine amount

for which this gssistance is requested.
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AGREEMENT by APPLICANT {5 @1 FT)

1Y By affixing my signature or thymb impression on fhis Faorm. | {Applicent) haraby agree & sutharlse Koshlka Foundatian and s Trustees to
use/publishfpul-upireproducs my name, address, photo & details of the "purpose”, for which such assistance e requasledigranted, through any
medium, including but nol limited 1o verbal, print, slectranic, for seiclting donations for Kashika Foundation andfar disseminaling infarmation aboul it's
aclivibestachievements. Such use of my phate & delails can be made by Koshika Foundation belore or afier my treatment or fullilrevgnt of the "purpose”
for which 3ssistance is boing requested

2) | {Applicant) further agree that any such uzse of my nams, address, phote & delafls of the “purpose”, for which such asslstance is requesledigranted,
will not Bulomatically enlitlls me for recoiving o cantinuing the said asslstance. The decizion lar granting andior continulng tha assistance wil resl solaly
wilh the Trustees of Koshika Foundation, and their decision is this ragard will ba final and accaptable to me.
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AGREEMENT by HOSPITAL (¥0im G ¥R}

By affising hereunder, signature of aur Authavised Signalary for recommending this caeadpatient lor financial assistance from Koshika Foundation, we
{Haspital) hareby alfirm & accept Iollowing:

1) thit we neither are presenily nor will in hiure avail of financial assistence fram anothar NGO or any ther source, Tor the same patisntiCase. as we Bre
raquesting o gel from Koshika Foundalion, 1 the exient that such assislance is granled by Koshika Foundalion. If the requesied assislance is not granted
by Koshika Foundatign, in part ar in full, then the Hospital reserves iI's Aght to make up Iha shartfall from ancther HGO or any other source, This
confirmation assenlialty slates Lhal the Hospital will ngt avall any duplicate assistance for Ine same patlentcasea from any glhar NGO or any other source
2?1 The assistance Irem Koshika Foundahon is only financial in nalura. The choice of the reatmenliprocedurs advisedloconducled by the Hospital on the
patient, Is based on the arrangament between the patlent & the Hespilal, and is in no way Inflyanged by Koshika Foundallen. Hence, the Hos pital will
assume soke & complate rasponsitility of the treatment & iUs outeome & salety of Ihe patient, and F.oshika Foundation will have no rale or respongitility

in the mattar.
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