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DEC LARATION by APPLICANT: 3789% 0 W 73:

1) | havaby confirm that all detalls in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any.
liabie for rejachion/cancedlaton,

2) | salemnly confirm that assistance, | recetved from Koshika Foundation, will be used only for fhe “purpose”, a2 stated In this Form, lor which such assistance
was mquasied by me.

3) | herety confirm ihat | have nol & will notin lulure, avall of reimbursement, in part or in 1w, from sny olher sourcelemployerlinsurance company, of the amount
for which this assistance = requesiod
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AGREEMENT by APPLICANT ( srew gl %)

1) By aMixing my signatura or thumb impression on this Form, | (Applicant) heraby sgres & sulnorise Koshika Foundafion and it's Trustess o
usafpublish/pul-upfreproduce my name, address, photo & detalls of the “purpose”, for which such assistance s requestadigranted, through any
madium, including but not Iimited 1o verbal, ptint, slectronic, for solicliing donations for Koshika Foundation andier disseminating information aboul It's
gotivilies/schievemants, Such uge of my photo & details con be made by Koshiks Foundetion befors or after my traatmant or fulfilment of the *purpose”
for which essistance ts being requestad

291 {Agplicant) further agree that any such use of my name, address, photo & detalls of the "purpose’. for which such assistance Is requestedigranted,
wiil not autematically entitle ma for recedving or continuing the soid assistance. The decision for granting andfor continuing the assistonce will rest solely
with the Trustees of Koshika Foundation, and their decsion is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (w&mm TR wot)
By affixing hersunder, signature of aur Authorised Signatory for recammending this case/patient far linancial assistance from Koshika Foundation, wa
(Hospital) heraby affirm & sccapt following:
1) that we neliher are presently nor will in future avall of financial assistance from ancther NGO or any ather saurce, for the zame patient/case. s we are
requosting to get from Koshike Foundation, to the sxtent that such assistanoe is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in par or in full, then ihe Hospital reserves it's right o make up the shodfall from another NGO or any other source. This
confirmation essentially staies that the Hospital will nol avail any duplicate assistance for the same patient/case from any olher NGO or any aiher scurce.
2 The sssislance from Koshika Foundation is anly financial in nature, The cholca of the treatmentiprocedure advisediconducted by the Hespital on the
pefient, is based on the arangement betwesen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, he Hospital will

assume sole & complets responsibllity of the treatment & (s outcome & safety of the patient, snd Koshika Foundation will have no role or responsibility
in fhe matier.
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