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DECLARATION by APPLICANT. S08<% T Wvw ¥u:

1§ | hareby confirm that all delalls in this Form are True to the best of my knowledge, Any false stslement will rendes my Application & engolng assistence, if any,
lishia for rejechonicancelialion

21 1 soleminly confinm that assistance, i received from Koshika Foundation, will be used only for the “purpose’, as stated in this Form, for which such assistance

was requested by me.

3} ) bk confirm that | have not & will not in future, avall of reimbarsemnent, In part o in full, from any other source/employer/insurance comgany, of the amount

for which this assistance ks requested.
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AGREEMENT by APPLICANT (sswes 20 S01)

1) By affixing my signature or thurmb Impression on this Farm, | (Applicant) hereby agree & authotiss Koshika Foundation and IUs Trustees to
us=/publishipul-upireproduca my name, address, pholo & details of the "purpose”, for which such assislance is requestedigrantad, Lhrotugh any

medium. including biut net limited to verbal, print, atectronic, for soliciting donations for Koshike Foundation sndior disseminaling information abaut it's
actvities/achisvemen(s. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fullliment of the “purpose”
for which assistance is being reguested

21 | [Appticant) lurthar agree thal any such use of my name, address, pholo & detaits of the "purpose”, for which such assistance is requestedigrantad,
will nat sutomaticslly entitle ma for receiving or continuing the said assistance. The decision lor granting sndlor cantinuing the essistance will rest solsly
with Tha Trustess of Koshika Foundation, and their decision is this regard will ba final and scceplable to me
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AGREEMENT by HOSPITAL (weumst g %u1)

By affiting hereunder, signature of our Authorised Signatory for recommanding this case/patient for financlal assistance from Koshika Foundation, we
{Hospltal) hereby affirm & accepl following:

1) thot we nelther are presantly nor will in futura evail of fingncial assistance from another NGO or any other source, for the same patient/case, as we are
requasting o get fram Koshika Faundalion, o the extant thal such assistanca is granted by Koshika Foundation, |f the requested assistance is nol granted
by Koshika Foundation, in part ar in full, then the Hospital reserves il's right to make up the shorifall from ancther NGO or-any olher source. This
confirmation ezsentially states that the Hospital will not avall any duplicate assistance for the =ame patient/case from any other NGO or any othar source.
2] The assistance from Koshika Foundation i8 only financial in natura. The cholce of tha restment/procedure advised/conducted by the Hogpital on thi
patienl, is basad on the arangement betwean the patient & the Hospital, and is In no way Influenced by Koshika Foundation. Henca, the Hoapital will
Fssume sola & complele responsibility of the treatmant & I1's oulcome & safety of the patisnt, and Koshlka Feundation will have no role of responsibility
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