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DECLARATION by APPLICANT: ST 550 =W w3

1) 1 harety confirm that all detalls in this Form are True to the best of my knowledge. Any talse statement will render my Application & ongoing assistance, if any,
liable for rejactiancanceliation.

2] | solemnly confirm that assistance, if recsived from Koshiks Foundation, will be used only for the “purpoee’, as stated in this Form, for which such assistance

wiag requested by me

3) I herety canfirm thal | have not & will not in future, avall of reimbursemant, in part or in full, from any other source/employar/insurance company, of the amoun

for which his aesisignce 5 reguesied
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AGREEMENT by APPLIGANT (5w w0 %)

1) By afxing my signature-of thumb impression on this Form, | (Applicant) hereby agree & authorisa Koshika Foundation and s Trustees to
ugalpublish/pul-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance Is requested/granted, through any
miegdium, Including but not lmiled (o verbal, print. electronic, for soliciling donatlons lor Koshika Foundation andior disseminating information about it's
activities/achigvements: Such use of my pholo & details can be made by Koshika Foundation bafare or afier my treatment or luffitmant of the *purpose”
Tor which assistance is baing requested.

2} | |Applicant} further agres that any such use of my name, address, photo & details of the "purpose”, for which such assistance is requested/granted,
will nat automatically entitfe me for recelving of continuing the sald assistance, The declsion for granting andfar cantinuing the sssistance will rest solaly
with the Truslees of Koshika Foundation, znd thair decision (s this regard will ba inal and acceplable o me.
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AGREEMENT by HOSPITAL (woedEs ZRT W)

By affiang hereunder, signature of our Authorised Slgnatory for recommanding this casalpatiant for financial assistance from Koshika Foundation, we
(Hospital] hereby affirm & accapt following:

1] that w=a neithar are presently nor will in futura avall of financial auslstance from another NGO or any ofher source, for the same patenticase, ns we are
requesting Io get fram Koshika Foundation, to tha estent ihal such assistanca is granted by Koshika Foundation. If the requested assistance s nol granted
by Koshiks Foundation, in pgan or jn full, than the Hospital reserves it's right to make-up the shartfall from another NGO or any other source. This
canfirmation essentially states thal the Hospital will nol avall any duplicale assistance for Ihe same patient/casa from any olher NGO or any other source.
2) The assistanca from Koshika Foundation i only financial in nature. The cholca of (he restmentprocedure sdvised/conductad by ihe Hospital on (ha
patient, s based on the arangemeant batwean the patlent & the Hospital, and i& in mo way Influenced by Koshika Foundation. Hence, the Hospltal will
assume sole & complets responsibility of the treatmeant & [I's outcome & safely of the patient, and Koshika Foundation will kave na role or responsibifity
in this mattisr
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