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DECLARATION by APPLICANT: S@wsr ERT S ox;

1] 1 hereby confirm that all details in this Form are True to Ihe besl of my knowledge. Any false slatement wil render my Application & ongeing asslstance, i any,
liabta for refectionicancalation,

2) i sdamnly confirm that azsislance, if recelved from Koshika Foundation, will be Used enly for the purposa”, as slated in his Form, lor which such azsiglance

was requested by me.

3) | hereby confirm that | have nal & will not in tuture, avail of reimburssment, n part o in full, frem any olher sourcelemplayerfinsurance company, of tha amaunt

for which Lhis assistere |6 requasted.
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AGREEMENT by AFPLICANT [ e I &)

1) By afilxing my signalure or thumb Impression on this Fonm, | {(Applicant) heraby sgres & aulhorise Koshika Foundalien and it's Trustees lo
use/putlishipul-upirepraduce my name, address, photo & details of the “purpese”, for which such essislanca is requested'granied, thraugh any
madium, including but not imited to verbal, print, electronic, for soliciting donations Tor Keshika Foundation andfor disseminaling information about it's
acliviiesfachievemants. Such use of my photo & dstalls can be made by Koshlka Foundation before or after my Ireatment o lufilment of the ‘purpose’
for which asgistatce iz being requested.

2} | [Appligant) further agree thal any such usa of my name, address, photo & details of the “purpase”, for which such #ssislance is requesledigranied.
will not automatically eniitle me for receiving or continuing thy said assistance. The decision far granting andfar sontinuing the agsistance will resl solaly
wilh Ima Trugtees of Koshika Foundallon, and their decision is this ragard will be final and accaptatds to me
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AGREEMENT by HOSPITAL (#temA IH 1)

By aHixing hersunder, signature of our Aulhorised Signatery for recommending thls caseipatient for hnencial aseistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) thsl we nslther are prasently nor will in Auture avali of Rnancisl assistance trom anolher NGO or ey other source, for the same paliantcase, a8 we e
requesting to gl from Koshika Foundation, io the exlant thal such assistance is granied by Koshika Foundalion, IF thy requested gssistance is net granted
by Koshiks Foundation, in part of in full, then the Hospital resarves it's right 1o maks up the shanfall from another NGO ar any othar source. This
confirmation exsentinlly states that the Hospital will nol avail any duplicate assistance for the same pelient/casa from any olher NGl ar any othar source.
2) The sssistance from Koshika Feundation is only financial in nsture. The choice of the roatmentiprocedure advisedisonducted by the Hespital an the
patient, s based on the arrangement between the patient & the Hospital, and & in N0 way infisenced by Koshika Foundatlon. Hence, the Hospital will
assume sole & complate responsibility of the trestment & 1's outcoma & safety of the patient, and Kashike Fapndation will have no rdle o responsibility
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