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DECLARATION by APPLICANT: STSW I Wi wa:

1) | hereby confirm that all details in this Form are True to the best of my knowiedge. Any false stalement will rénder my Application & ongoing assistance, if any,
lisble for raj i

nealiation.
2) | solemnly confirm that assistance, f recalved from Koshika Foundation, will be usad oniy for the “purpose”, as slated in this Form, for which such assistance
was requesied by ma.
3 | hereby confirm that | have not & will not In future, avail of reimbursement, In part or in full, from any other sourcalsmployerinsurance company, of the amaunt|
for which Ihig assistance is requested
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AGREEMENT by APPLICANT (s19e% g wit)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hisreby agree & autharise Koshika Foundation and it's Trustees 1o
use/publishiput-up/reproduce my nama, address, pholo & details of the “purpose”, for which such assistance s requested/granted, through any
medlum, Including but not limited to verbal, print, electranie, for scliciting donalions for Koshlks Foundation andlor disseminating information sbout It's

aciivitiesiachievements. Such use of my photo & detalls can be made by Koshika Foundation before or aftar my lreatment or fulfiment of tha *purposo”
for which assistance is being requested.

21 | (Applicant] further agree that sny such use of my name, address, pholo & details of the "purpose”, for which siuch assistance Js requested/granted,
will nol automatically entlle me for receiving or confinuing the said assistance. The decision for granting endior continuing the assistance will rest solely
with tha Trustees of Koshika Foursdation, and their dectsion is this regand will be final and acceptable to me.
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AGREEMENT by HOSPITAL (ww=mma 5 W)
By affixing hereunder, signature of our Authorised Signalory for recommending this caselpatient for financial assistance from Keshika Foundation, we
{Hospital) hersby affirm & accept following:
1] that we neltver are presently nor will in future svall of financial assistance from snother NGO or any other source, for the same patient/cose, B8 wWe 8/e
raguesting 1o get from Koshika Foundation, to the axent that such assistance is granted by Koshika Foundation, If the requasted assistanca (s not granted
by Koshika Foundation, in part or in full. then the Hospital reserves It's right to make up the shortfall from ancther NGO or any other source. This
confirmation essantially st2i=s thet the Hospital will not avell any duplicate sssistance for the same patient/case from any other NGO or any other source.
2) The assistance fram Koshika Foundation s ondy financial in nature. The cholce of the treatmentiprocedute advisediconducted by the Hosplisi on the
patient. is based on the arrangement betwesn the patient & the Hospital, and |s In no way Influanced by Koshiks Foundation. Hengs, the Hospital wil

assume sole & complata responsibility of the treatment & [I's outcoma & safaty of the patient, and Koshika Foundalion will have na role or responsibility
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