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DECLARATION by APPLICANT: SRS E17 Siwve o

1) | heraby confirm thatl all details in Uss Form are Trus 1o the best of my knowlodge, Any false stotement will render my Application & ongoing assistance, If any,
linbie for rejection/cancedation.

2) | sobaminly confirm it assistenio, I recsivad from Koshika Foundation, will be used only for the “purpsoe”, &s stated in this Form, for which such assistance

Wi me

Jjjmm:rmﬂullm not & will net in fulure, svall of ralmbursamant, in part o in full, flom any cther souresfsmplayaninsursnce company, of the amount|

for which thin pssistonce is requetiod
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AGREEMENT by APPLICANT (s7ics G0 =11}

1) By affixing my signaturs or thumb imprassion on this Form, | (Apphcant) hesady agrea & aulhorise Koshika Foundation end Its Trostees o

usslpublish/putupfreproduce my name, addnéss, phalo & delads of the "purpose”, lor which such nssssiance Is nequestod/granted, through sny

mwadim, including bul not Fmvited 1o verbsd, print, electronse, for soliciting denations for Keshike Foundation andfor gissemirating information about it's

nctivities/achiovements, Such use of my photo & detads can bo made by Keshika Foundalion bofore or after my toatmant or Mﬂh *purposa”
for which sssistance is beng requesied,

2) 1 {Applicani) further ngres that dny such use of my name, address, photo & detalls of the “purpase”, for which such assistance is

will not automadically antie me for recelving or continuing tha said assistance, Tho declsion for granting and/or conlinuing the assistance will rest aglely
with the Trustees of Koshika Foundation, and thair declsion Is this regard will b= final and acceptable to me.
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AGREEMENT by HOSPITAL (v B0 W)
By afficing hareundar. signature of our Autharized Signatory for meommanding this casefpationt for financial nsslstance from Koshika Foundation, we
(Hospital) hereby affirm & sccept following:
1) that we neithar are presently nor sill in future avall of financlal assistonce lrom anothior NGO or any other sowce, for the same patient/caso, as we are
requesting (o gat from Koshika Foundalion, o the extent tal such assistance is granted by Koshika Foundation. If the requested aasistance is not granied
by Kashika Feundation, in part ar In full, then the Hospital reserves E's right 1o make up the shortfall from another NGO or sny other source. This
confirmation fally stztos that the Hospital will nel avail any dupBcate sssistance for the same patienticase from any other NGO or any other source,
2) Tho assistance (rom Koahlka Foundatien s only Snancial in nalure. The choloe of the treatmenl/precedurs advised/conduciod by the Hosplial on the
patient, ks based on the arangement between the patient & the Hospital, and is in nnw&nﬂummd by Koshika Foundation. Hence, the Hospital will

ansumo soio & complats responalbliity of the tresiment & Ifs outcoms & safety of the nt, and Koghlks Foundation will have no role or responsibiity
in the matier,
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