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DECLARATION by APPLICANT: SFw® BT W T0:

1) | haraby confirm that all datails in this Form an True to e best of my knowledgs. Any falss statement will rende: my Application & ongoing sssistance, il any,
liabie for rejection/canced|ation

2) | solemnly confirm Ihat assistance, if receved from Koshiks Foundation, will be usad only for the “purpose’, o3 stated in this Form, for which such assistance

Wwis reguested by ma,

3) | hsratyy confirm that | feave oot & will nol n fulure, svad of reimbursemant, in pEd or o full, from any olber sourcefemployerfinsurance company, of the amount

for which this assistance |5 mquesied
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AGREEMENT by APPLICANT { smms: g =)

1) By affixing my signature or thumb impresslan on this Form, | (Appllcant) heraby agres & sulhorisa Koshiks Foundation and iU's Trusiess 1o
usslpublishipul-uplreproduce my name, address, photo A& details of the "purpose”, for which such assistance s requestadigrantad, through any
madium, including bul not limited to varbal, print, slactronie, for soficiting donations for Koshika Foundation endior disseminating information sboul its
aetivitleslachievements. Such use of my photo & details can be made by Kashlea Foundation befara or after my ireatmant or fulfilmant of the "purpose”
for which sssigtancs is bieing raquested

2) 1 (Applicant) further agres that eny such use of my nams, address, photo & details of the “prirpose”, for which such assistance is requestedigranted,
will net autamatically antite me for receiving o continuing the sald sssistance. The decision for granting andior contfnuing the sesistance will rest sclely
with ihe Trusises of Koshika Foundation, and thelr decsion is this mgand will be final and acceplable o me
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AGREEMENT by HOSPITAL (¥mam g wi)

By affixing hareunder, signature of our Authersed Signatory for recommending this casaipatiant for irancial assistance from Koshika Foundation, we
{Haspeal) harety affirm & accep fallowing:

1) that wa rerither are presently nor will in tulure auail of financial assistance fram anolther NGO or any other source, for the same patisnticase, as we are
requesting to get from Koshika Foundation, o the gxlenl that such assisianos is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, In part or in full, then the Hospitel ressrvas it's right to meke up the shortfall from another NGO or any other source. This
confirmation essentlally states that the Hospltal will nol aval any duplicate assistance for (he same patienticase from any othar NGO or any othar source.
2) The assistance from Koshika Foundalion (s only financial in natyre. The cheice of the irestment/procedure advised/conductad by the Hospital on the
patlent, ks based on the arangement between the patisnt & the Hospltal, and is in no way influenced by Koshika Foundation, Hence, Ihe Hospital will
ggsume solo & complele responsibiity of the tréatment & it's outcoma & safety of the patiant, and Koshika Foundation will have no role or responsibility
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