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DECLARATION by APPLICANT: smiow g when wa:

141 horeby confirm tal al detals in thks Form aro True to the best of my knowledge. Any false statement will render my Application & angoing assistance, i ary,
iabig for relection/cancaliation,

2} 1 solemnly confirm that asslstance, If recelved from Koshika Founhdation. will be used only for the “purpose”, #a stated in this Farm, for Which such assistance

weies regquesled by me.

A} 1 hieretry conflem thal | Rave nol & will nol in future, aval of eimbursemant, i pant o in full, from any other sourcalemployerfinsurance company, of the amount

I which this assmstance & requesied
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RGREEWENT by APPLICANT {saiics 54 %)

1) By offtcing my signatuns o thumb impression on this Form, | (Applicant) heraby agree & suthorise Koshika Foundation and il's Trustees o
usafpublish/put-upireproduce my name, address, photo & detalls of the “purpasa”, for which such assistance |s requested/granted, through any
medium, neluding bul nat limited 1o verbal, prinl, slactronke, for soliciting donations for Koshika Foundation and/oe disseminaling information aboul it's
scivitiewachiovements. Such use of my photo & details can be made by Koshika Foundation before of afler my ireatment or fulfimant of the “purpose”
for which assstants & being requested.

2} | [Mpplicant) further agrae thal any such use of my name, addreds, photo & detsils of the “purpase”, for which such ssslstance is requested/granied,
will nat sutomaticaly enfitke me for reoeving or continuing the said assistance. The decision for granting andfor confinuing the assistance will rest soisty
with the Trustees of Koshika Foundation, and thelr decrion i (his regard will be foal snd acceptablo o me
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AGREEMENT by HOSPITAL (¥ §F =91)

By affoang hereunder, sgnature of our Authorised Signalory for recommisnding this case/patisnt for linancial assistance lrom Koshika Foundation, we
{Hozpital) hereby affirm & accept lollowing:

1) 1hot we fisithir ane prasenty nos will in fulure avall of linancinl assistance from another NGO of any other Ssouroe, for the same patanticase, 53 W arg
requasting o get from Koshika Fousdation, o the extend thal such assistance is granted by Koshila Foundation, if the mauasted assistancs is nol granted
by Hoshika Foundation, in pan or in full, then the Haspital reserves if's fight o make up the shortfall from another NGO or any other source. This
confirmation =ssentially states that the Hospial will not avail any duplicete assistance for the same patlentcase from any other NGO or any other source
2) The assigtance from Kaghia Foundation is ondy fingncid in nature. The choloe of the reatment/procedune sdvisediconducted by the Hospital an the
patient, is based on the arrangement between [he patlent & the Hospital, and is i no way influenced by Koshiks Foundalion. Hence, the Hospial will
assume sole & complate rasponsibility of the roatmeni & iCs oulcome & salety of the patlent, end Koshika Foundation will have no role of responsibility
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