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DECLARATION by APPLICANT: ®FDF g W ==:

1) | hereby confirm hat all detalls in this Form are True to the best of my krowledge. Any false statemant wiil render my Application & ongoing assisiance, |f any,
liable for rejectionicancelation.

2) | solemnly confirm that assielance, If recaived from Koshiks Foundation. will be usad only for the "purpose’, ss stated in this Form. for which such agaistance

WHS requesiad by me.

3) | hareby confinm that | have net & will not in future, avall of reimburssmant, n part of In htl, fram any othar spurcelemployerinsurance company. of the amount

for which this assistance i e ueshad.

AGREEMENT by APPLICANT [ sries o W)

1} By affizing my signalure ar thumb Impression on this Farm, | (Applicant) heroby agree & authorise Koshika Foundation and it Trustess 1o
uee/publishiput-uplreprodice my name, address. Pholo & deiails of the “purposa”, for which such assistance is requested/granted, through any
medium, including but nét limited to verbal. print, electronic, for soliciting donations for Koshika Foundatian andlor disseminating Information about il'e
activities/nchievemants, Sueh use of my phato & detalls can be made by Koshika Foundation before or aftise my treatment o fuifment of ihe ‘purposs”
lor which asslstance in being requestad

2} | (Applieant) furthior agres thal any sueh usa of my name, address. photo & details of e "purposa”, for which such assistance iz requested/granied,
will not automaticaty antitle me for recalving o continuing the said assistanoe. The decislon for granting and/or continuing the assistance will ress solaly
with the Trustaas of Koshika Foundation. and thair datision ks Ihis regard will be final and accaptable 1o me.
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AGREEMENT by HOSPITAL (raime g w1

By afftxing hareunder, signature of our Autharised Signatory for recommending Ihis caselpatisn for financial assistancs fiom Koshika Foundation, we
(Hospital) hereby affirm & accepl tollowing:

1) that we nailhor are pracently nos will in future avall of fnancial assistanos from snother NGO or any othar sourca, or the same patient/case, as we nte
requesting 1o gal from Kashika Faundation, to the sxtent that such assistance is granied by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's fighl o make up the shortfall fram another NGO or any ather solurce. This
confirmalion sssentially states that the Hospital wifl nat avail any duplicate assistanon for the sama patienticase from any othir NGO or any othar source.
2) The assistance from Koshika Foundation i only financis! in nature. The cholce of the Ireatmantprocodure advised/conducted by the Hospital an the
patlent, ks based on the armngement batween the patient & the Hospital, and s in no way Influenced by Koshika Foundation, Henca, tha Haspital wifl
a56UM sole & complote responsibility of the treatmarn &il's outcome & safety of the pathent, and Koshika Foundation wifl have ne role or responsibility

i the matter
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