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DECLARATION by APPLICANT: ST4TE T 6w w1:

1) | harsby confiem that 2ll detalls in this Form are True to the best of my knowledge, Any talse statement will render my Application & ongoing assislance, If any,
el for repschiondcanoedlaton,

2) | sglemnly confirm fhat assistance, if received from Hoshika Foundation, will be used only for the "purpose”, as stated In this Form, for which such assistance

wis requesied by ma

3) | heraby confirm that | have nat & will nol in future, avail of reimbursemant, in part or in ull, from any other source/employerinsurance compony, of the amount
for which this assisiance is requested
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AGREEMENT by APPLICANT (3% g W)

1) By aMizing my sigralure or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshike Foundation ond it's Trustess to
use/publish/put-up/meproduce my name, address, pholo & details of ihe “purpose”, for which such assistance Is requesiad/granted, through eny
medium, including but not imited 1o verbal, print, electronic, for soliciting donations for Keshika Foundation andior disseminating informafion about it's
activities/achigvaments. Such use of my photo & datails can be mada by Kashlka Foundation before or after my treatment or fulliimant of the “purpose”
for which assistance |a baing reqguested.

21 | (Applicant) hirther agree thal any such use of my nama, address, photo & details of the “purpase®, for which such assisiance s mouesled/granted,

will not automatically entithe me lor receiving or continulirg the sald azsistance. The decigion for granting and/or conlinuing the assistance will resl soiely
wilh the Trusiees of Koshika Foundation, and their declslon Is this regard will be flinsl and acceplable to me.
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AGREEMENT by HOSPITAL (% gm %)
By aflizing hereunder, signature of our Authorised Signatory for recommending this caseipatient for financial assistance from Keshika Foundation, we
{Hospital) hereby affirm & accept following:
1) that wa neliher are prasently nor will in future avail of financial essistance from another NGO or any other source, for the same pafient/cass, as we are
requesting io gel from Koshika Foundation, 1o the extent that sbch aselstance I8 granted by Koshlka Foundation. If the requested aseistance Is not grantad
by Koshika Foundation, In pad of i full, then the Hospital resarvee (s right lo make up the shorifall from another NGO or any olher sourca, This
confirmation essentislly states thal the Hospital will not avall any duplicate sssistance for the same patientcese from any olher NGO or any other source
2) The assistance from Koshika Foundation is anly financial in nalure. The choice of the treatment/procedure advised/conducied by ths Hospital on the
patiant, is basad on the armngamant befween the patient & the Hospltal, and |2 in no way Influenced by Koshika Foundation. Hence, the Hosphal will

sssime sole & complste responsibility of the treatment & s cutcome & safely of tha patient, and Koshika Foundation will have no role or rezponsibility
in the matier,
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