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DECLARATION by APPLICANT. SO g1 Wiwe v:

1) | heveby confirm that all detals in this Form ars Trus 1o the best of my knowladge. Any false statement will render my Application & angaing assistance. If any,
ligbie for mjeciion/canceliaton

2} | snlemnly confirm st assstance, If recelvad from Koshika Foundation, will ba used only for the “purpose”, as staled In this Form. for which such assistance

was reguested by ma.

3 | hereby confirm that | kave aod & will pol in (uture, avail of reimbursement, in parl ot in full. from any other source/employerinsurance company, of Ihe amipunt

for which this assistance is regueshed
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AGREEMENT by APPLICANT [ =m=s gin %71

1] By affixing my signeture or (humb impression on tvs Form, | (Applicant] hereby agres & suthonse Koshlka Foundation and it's Trustees to
Uselpubilmhipul-upmproducs my name, address, phalo & detalls of the "purpose”, for which such assistance is requested/granied, through any
medium, nehuding but Aot limited 1o verbal, print, slectronic, for saliciting donations for Koshika Foundation andfor disseminating information about It's
activites/achievements. Such use of my pholo & details can ba mada by Koshika Foundation bafore or atter my treaimant or falfilment of the “purpese”
for which assistance = belng requastad

2) | idpplicant] tutther agree that Bny such use of my name, sddress. phota & detalls of the “purpose”, for which such asskstance s requestad/granted,
will not suiomalically entitle me for receiving or continuing the said assietance. The decision for granting sndior continuing the assistance will rest solaly
with the Trustese of Koshiks Foundation, and their decision s this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (¥ieEm 3R wi)

By alfining hessundar, signatute af sur Authadisad Signatory for recommending |his case/patient for linancial assistance from Koshika Foundation, we
{Hospital) heraby affirm & sccepl following:

1] thiad we neilther sre presently nor will in future avall of financial sssistance from another NGO or any other source, for Ihe same patient/case, &g we are
requisting o get from Koshika Foundation, to the exlent that such assistance is grantad by Koshika Foundation, If the requesied assislance & not granied
by Koshika Foundation, In part or in full, then the Hospitsl reserves it's nght o make dp the shortfall from anather NGO or any othar source. This
confirmation essentially steies that the Hospital will not aveil any duplicate assistance for the same patlent/case from any athar NGO or any other source.
2] Thee assistance from Koshiks Foundation is anly finansial in nature. The choice of tha treatmant/procedure advisediconducted by the Hospital on (he
patient, Is based on the amangament between the patient & the Hosphal, and ts in no way influsnced by Koshika Foundation. Henes, the Hospital will
ausume sole & complets responsibiiity of the treatment & I8 oulcoma & safety of the patient, and Koshika Foundstion will have no role or responsibillty

in the matter
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