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DECLARATION by APPLICANT: ST ST ST 91:

1) | hereby confirm that all datalls in this Form are True io the best of my knowlodge. Any false stalement will render my Application & ongoing assistance, if any,
limtiles for rejaction/cancaiation.

2) | solemnly confirm (hat assistance, if received from Koshika Founddtion, will be used only for the “purpase”, as stated in this Form, for which such assistance
was requesied by me. )

30| haesby confinm that | have nat & will nat o fulure, @vall of resmbursement, in pan or in full, frorm any other sourcefemployeinsurance company, of the amount
for which this sssslance i requested
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AGREEMENT by APPLICANT (arda® ma &7)

1) By affining my-signaturs o thumb impression on this Form, | (Applicant) hereby agree & aulhorse Koshika Foundation and il's Trestass 1o

ussipublish/pul-upfreproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted, through any

madium, including bul not limied 1o vertial, print, dectronic, for soficiting donations for Keghika Foundation andfor disesminating information about Vs

acliviles/achievements. Such use of my pholo & delais can be made by Koeshika Foundation befare of after my treatment or lulfimeant of the “purpose”
for which assistance s being requesied.

211 (Applicant) further egree that any such use of my name, address, photo & detalls of the “purpose”, for which such essistance s requestadigranied,
will nol aulomatically entile me for recelving or canfinulng the said assistanca. The decision for granting and/or continulng the assistance will rest salsly
with the Trusteas of Koshixa Foundatian, and their dectsion is this regard will be final and acceptabie o me
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AGREEMENT by HOSPITAL (wigame gm %11}
By affixing hereunder, signature of our Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
[Hoagpital) herety affirm & accapt following:
1) that we neither are presently nor will in future avall of financial assistance from sncther NGO or any othar source, for the same patientcase, 28 we are
reguesling lo gel Irom Kashika Foundation, to the sxtent (hal such assistance is granted by Koshiks Foundation. If the requesied assistanca is niol grantad
by Kashika Foundation, (n part of n full, then the Hospital reserves it's night (o make up the shortfall from another NGO or any other source. This
confirnation essantially siates that the Hospitel will not evall any duplicals essistanca for Ihe same patientiogee from any other NGO or any othar source
Z) The a=sistance from Koshika Foundation is only financial in nalure. The cholce of the reatmentiprocedure advised/conducted by the Hospltal on the
patient, is based on the amangemen! betwesn the patient & the Hospital, and is in no way Influenced by Koshia Foundation. Hence, the Haspita will

sssume sole & complete responsibility of the treatment & if's outcome & safety of the patient, and Koshika Foundation will have ne rois of responsibility
in the matier.
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