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DECLARATION by APPLICANT: =TS T W ¥a; 4

1)1 herety confirm that &1 detads in this Form are True 1o the best of my knowledge. Any faise stalement will render mry Application & ongoing assistance, I any,
liable lor regeciion/cancellaton,

2} 1 solemnly confirm that assistance, if received from Koshikn Foundation, will be used ondy for the “purpose”, 85 alatid in this Form. for which such sssistance

wat reguested by me

3} I hereby confirm that | Rave not & will not o future, avid of rembursamant, in part or in full, from any other source/smpioyerinsurance company, of Me amount

for wehbch this Bssstance & reguesied
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AGREEMENT by APPLICANT ( sfos g %)

1) By afixing my sighature of thumb impression on this Form, | [Applicant) hereby agree & authorise Koshika Foundation and (1's Trusiaes 1o
use/publishiput-upireproduce my name, sddmees, photo & details of the “purpose’, for which such sssistance is requested’granted. thiough sny
medium, incheding but not limited to vestal, print, slactrenic, for soliciting donations for Koshika Foundation and/or disseminating information about It's
aciivillesinchievements. Such use of my photo A details can be made by Koshika Foundation belore of after my treatmant of fulfimant of the “purpose”
for which assistance is being requested

2) | (Applicant) further agree that any such use of my name, sddress, pholo & detalls of the *purpose”, for which such asaistance s requasted/granied
will not aulnmatically enfille ma for receiving o conlinling the said assistance. The decision for granting and/or conlinuing the assistance will rest solzly
with Ihe Trustaes of Koshika Foundation, and Ineir decision is this regard will be final and accepiabie i me.
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AGREEMENT by HOSPITAL (w=ms g wel)

By affiing hereunder, signature of our Authorised Signatory for recommending this case/patiant for financial assistance lrom Koshiks Foundalion, we
(Hospital) harsby affirm & accept foliowing:

1) that we neither are presently nor will in future avail of financial sssistance Irom another NGO of any olher source, for ihe same patient/case, &3 we are
requesting 1o get rom Kashia Foundation, to the extent tha! such assistance is granted by Koehika Foundation. If the requested assistance is rol granted
by Koshika Foundation. in part of in full, then the Hospital reserves ICs right 1o make up the shortiall from ancther NGO or any ofher source. This
confirmeation essentinlly sistes (hat the Hospital will not avail any duplicate assistance for the same patienticase fram any othar NGO or any other souwrce
7) The assistance from Koshika Foundation is andy inancial in nature. The cholce of the tresiment/procedure advised/conducled by the Hospilal on the
patient. is based on the arrangemant betwaen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will
gssume sole & compists responsibility of the trestment & it's outcome & salety of ihe patlent, and Koshika Foundation will have no roke of reaponaibsity
in he matter
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