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DECLARATION by APPLICANT: SIS g Wi :

1) | harebyy confirm that afl detais in fhis Form are True 10 the best of my knowledge. Any false statement will render my Application & ongoing assistance,
bl for refectionfzanceliation.

21 | sobemnly confitm that assistance, f received from Koshika Foundation, will be used only for the "purpose”, a5 staled In this Form, for which such assistance

waas requestad by me. |

1) | herety confirm that | kave-not & will nat in future, mal of reimpurssmant, im part ar in full, from any other sourcefemployer/insurance company, of the amount

fur which fhis naskstance s requesied.
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1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and Vs Trustees lo

ysspubllshiput-upireproduce my name, sddrass, photo & datails of the “purpose”, for which such agsistance is requesiadigranted, through any

e, inciuding but not limited 1o verbal, print, electronic, for soliciling donations for Koshlka Foundation and/or disseminabng information about It's

activities/achigvements, Such use of my photo & detalls can be made by Keshika Foundation before or after my treatment or lulfilment of the *purpose”

lor which essistanoe s baing requested,

2} | {Agplicant) furiher agree that any such use of my name, address, photo & details of the *purpose”, Tor which such assistance is requested/granted,

will nat automaticalty entilke me for recelving of continuing the sald assistance. The dacision for granting and/or continuing the assistance wiil rest sololy

with he Trimtess of Koshika Foundatian, and their dacision b this regard will be final and acceplable 1o me.
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AGREEMENT by HOSPITAL (wemme g &07)
By affixing hereunder, signature of our Authorised Signatary for recommending {his case/patiant for linancial assistance from Koshika Foundation, we
(Hospital) hereby afirm & accept following!
1} that we neither are pressnily. nor will in future avail of financlal assistance from another MGO or Bny other source, for the same patienUtase, 8% we are
requesting o gl from Kashika Foundation, o the extant that such ssistance Is granied Dy Koshika Foundation. If the requesied assistance i5 nol grnted
by Koshika Foundation. in part or in full, then the Hospital reserves it's right to make up the shortfall from anather NGO ar any other source. This )
confirmation essantially states that the Hospltal will not avall any duplicate assistance lor (he same patient/case from any othar NGO or any other source.
2} The assistance from Koshika Foundatian is only financial in natura. The cholce of the reatment/pracedure advisediconducted by I Hospital on the
patient, is based on the arr t hatwaan the patient & ths Hospltal, and is in no way influsnced by Koshike Foundation. Honee, the Hospital will

assume sois & complets respansibiiity of the treatment & its outcome & safety of the patient, and Koshika Foundation will have no role or respansitility
i the matter.
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