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DECLARATION by APPLICANT: e 2w s -

1)1 hareby confirm that sl detaits i this Farm are True o the bost of my knowiedge. Any lalse stalamarn will render my Application & ongoing assistance, if-any,
llsble for rejaction/cancealialion

2} | sptemnly confirm thal assistance, I received from Koshiks Foundation, will be used only for the “purpose”, 2 stated In this Form, for which such assistance
wes requesied by me.

o} | hereby confirm that | have ot & will not in future, avall of relmbursemant, in part ar (n lull, from any ether source/employesfinsurance company, of ihe smouni
for which his assistance ks reguested
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1) By afliding my signature or thumb impression on this Farm, | (Applicant) hereby agree & sulhorise Koshika Foundation and I's Trustees lo

use/publishiput-up/reproduce my name, address, photo & detalls of the “purpose”, far which such assistance i§ requestedigmnied, through any

midium, inctuding bul not limiled 1o verbal, print, electronie, for soligiing donations for Koshika Foundation andior disseminating Information sboul i1's

sctivities/achievemants. Suth use of my photo & details carn be made by Koshiks Foundation bafore or after my treatmant or fulfimeant of the “purpose®
far which assistance |s belng requested

2] | {Apphcant] further agres that sny such usa of my name, address. phioto & datalls of the ‘purpose”, for which such assistancs |s requested/granted
will not automatically eniilie me for recelving or continuing the said assistance. The decision for granting endior continuing the assistonce will rest solaly
with the Trusteas of Kashika Foundation, snd their decision Is this regard will be linal and acceptable o me
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AGREEMENT by HOSPITAL (TPm= @n %)
By affixing hereunder, signature of our Authotised Signatory for recommending this casalpaliant lor firanaial assistancs from Koshiks Foundalion, we
(Hospital) hareby alfirm & accept lollowing:
1] that we nailher &re presently nor will in future Gvail of inancial sssistance from another NGO or arly other source, lor the same pallanticase, as we are
requesting lo get from Koshika Foundation, to the extent that such assistance Is granted by Koshika Foundation. If the requested assistonce is nol grantad
by Koshika Foundation, in part or in full, thin the Hospital reserves t's right io make up the shortfall from anathes NGO of any other source. This
confirmation essentially states that the Hospital will not svall any duplicate assistance for the same patienticase from sny other NGO or any other source
2) The assistance from Woshika Foundation (s anly financial in nature. The chalce of the treatmentprocedure advissdisanducled by Use Haspital an tha
patient, is based on the arangsment betwean he patient & the Hospital, and is in no way influanced by Koshika Foundation Hence, the Hospita! will

#nsume sole & complete responsibility of the trestment & i's outcoma & safaty of the patient, and Koshika Foundation will have no role of responsibility
in ihe matisr,
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