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DECLARATION by APPLICANT: wrotw B0 Wi T3:
1) | hereby confirm that all details in this Form are True to the best of m

y knowlgdge. Any false statement will render my Application & ongoing assistance, if any,
llable for rejection/canceliation.
2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used cnly for the “purpose”, s stated in this Form, for which such assistance
was requested by me. |

3) 1 hereby confirm that | have not & will not
fgr which this assistance Is requested.
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in future, avail of reimbursement, in part or in fuli, from any other source/employeriinsurance company, of the amount
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1} By affixing my signature or thumb impression on this Form, | {Applicant) hereby agres & authorise Koshika Foundation and it's Trusteas to
use/publish/put-up/reproduce my name, address, photo & detaifs of the “purpose”, for which such assistance is requesied/granted, lhrough any

medium, including but not limited to verbal, prin, electronic, for soliciting donations for Koshika Foundation andfor disseminating information about it's

activitles/achiavements. Such uss of my pholo & detzils can be made by Koshika Foundation before or after my treatment or fulfilment of the “purposse”
for which assistance is being requested. .

2} 1 {Applicant) further agree that any such use of my name, address, pholo & details of the “purpose”, for which such asslstance is requestedigranted,

will not automaticaily entitle me for receiving or continuing the said assistance. The decision for granting andlor continuing the assistance will rest solely
with the Trustaes of Koshika Foundation, and their decision Is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (3w TR W)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby afflrm & accept following:

1) that we nelther ara presently nor will in future avail of financlal assistance from another NGO or any other source, for the same patlent/case, as we are
requesling to get from Koshika Foundation, to the extant that such assistance is granted by Koshika Foundatlon. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfalt from another NGO or any other source. This
confirmation essenlially states that the Hospital will not avall any duplicate asslstance for the same patlent/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financlal in nature. The choice of the treatmentprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hencs, the Hospital will
assume sole & complete responsibility of the treajment & it's outcome & safety of the patient, and Koshika Foundation wiil have no role o responsibility

in the matter. 4 :
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