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DECLARATION by APPLICANT: === zo s va;

1) | hereby confirm that sl et in this Form are True 1o the bast of my knowledge, Any false statemaent will render my Appiication & angoing assistance
lkable for rejection/canceliation.

2) | satemnty confirm that assistance, f received from Koshika Foundation, will be used only for the “purpose”, as stated in this Fom, for which such

wiks requesiod by me.

3) | hereby confirm that | have not & will not in future, avail of reimbursamant, in part oc in full, from any other sourcalemployerfinsurnmcs company, of the a

for which this sssistance |s requested
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AGREEMENT by APPLICANT ( spiew g =)

1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby egree & autharise Koshika Foundation and Its Trustees 1o
use/publish/put-up/reproduce my name, address, phato & delsils of the “purpose”, for which suth assistance (s réquesied/granted, through any
medium, including but not limiled to verbai, print, slectronic, for soliciting donations for Koshika Foundation and/or disseminating information abaut IT's
activitiestachiovemants. Such use of my photo & details can ba made by Keshiks Foundation befare or Bfler my treatment or fulfiment of the “purpose”
far which assistance (s being requesied.

2} | (Apphicant) further agrae that any such use of my nama, address, photo & detalls of the ‘purpose”, for which- such assistances is requestedigranted,
will net automatically entithe me for recelving or continuing the said assistance. The decision lor granting and'or continuing the assislance will rost solaty
with the Truslees of Koshika Foundation, and their decision is this regard will be final and acceptable 1o ma.
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AGREEMENT by HOSPITAL (wwmmst g wim)
By affixing hereunder, signatune of aur Authorised Signatory far recommending this case/patient for financial assistance from Koshike: Foundstion, we
{Hospital) hereby affirm & accapt following!
1) that we nelther are presently nor will in future avail of financlal asslstance from another NGO or any other source, for the same pationtcase, as wa ars
raquisiing o gel rom Koshika Foundation, to the exient that such assistance is granted by Koshika Foundatien. If the requested assistance (s nod aranted
by Koshika Foundation, In part or In full, then the Hospital resarves it's nght 1o make up the shortfall from anather NGO or any olfer sourca. This
confirmation essentially states thal the Hospital will not avall sny duplicate assistance for the same patlenticase from any other NGO or any other source
2} The assistance from Koshika Foundation is only finangial in nature. The choice of the treatmentiprocedure advisediconducind by the Hospital on Lthe
patient, s based on the arrangement between the patlent & the Hospital, and is in no way Influenced by Koshika Foundation. Hance, the Hospital will
assume sole & complets responaibility of the treatment & it's outcome & safety of the patient, and Koshiks Foundation will have no rale of regponsibility
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