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DECLARATION by APPLICANT: ST BT s i

1) | hereby confirm that sll detadls in this Form are Trye (o ihe best of my knowledge. Any false stalemant will render my Application & prajoing assistance, i any,
[izbla for rejectionfcanceliation.

2} | solemnly confirm that assistancie, F recetved from Koshika Foundation, will be used only for the "purpise”, as stated in this Form, for which such assistance

was requested by me,

4| hereby confirm that | ave not 8 will not In futiire, avall of reimbursamant, in part or in full, from any ather sourcelemployer/insurance company, of e amount

for which this pssistance |5 requestad,
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AGREEMENT by APPLICANT (smaes: g #1)

1} By affixing my signature or thiumb impression on this Farm, | [Applicant) hereby agroe & aulharise Koshika Foundation and I1's Trustees Io

use/publishiput-upreptadute my name, address, photo & details of the "purpose’, far which such asslalance s requested/granied. through any

medium, including but nat limited 1o verhal, print, electronic, for soliciting donations for Koshika Foundation andior dissaminating information aboul its

actlvitiestachlevements. Such use of my photo & detalis can be made by Koshiks Foundation before:or after my ireatment ar fulfiment of the “purposa”

for which assistance is being reguestied

2} | (Applicant) furiher agres that any such usa of my name, sddress, photo & datails of the *purpose’, for which such assislance ia requestadigranted,

will not sutomatically entitie me for recelving o continuing the sald assistance. The decision for granting and/ar continuing the assistance will rast solaly

with the Trustees of Koshika Fountation, and thalr declsion i this regard will be final and accepiable o me.
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AGREEMENT by HOSPITAL (wroas g &)

8y affidng hareundar, signatute of aur Aulhosised Signatgry for recammending this case/pafiant for financial assistance from Koshika Foundation, we
{Hospital) heratry afirm & accept following:

1) that we nelther are presently nar will In future avall of finpncial assistance from another NGO or any other source, for the same patient/case, os we are
requesting to gel lrom Keshiks Foundation, to the exient that such assistance is granted by Keshika Foundation, 11 the raquesisd assistance |s nol granted
by Koshika Foundation, in part ar I full, thes the Hospital resenes I"'s right to make up the shortfall from another NGO oc any other sgurce, This
confirmation sssentially sintes that the Hospital will not avail any duplicats assistance for the same patient/casa from any other NGO or any other source.
7} The assistance from Koshika Foundation is only financlal in nature. The cholce ol the treatment/procedure advisedieonducted by the Haspital on the
patient, is based on the armangemani betwaan the patient & the Hospital, and 1§ in no way influsnced by Koshike Foundation. Henes, the Hospital will
sssume soke & complete respansibliity of the treatment & IVs oulcome & sufely of \he patient, end Koshlka Foundation will have no rela or reaponsiblity
in the matter.
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