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DECLARATION by APPLICANT. S 50 shwm T

1) | hereby confirm that all detalls in this Form are Tree 10 he best of my knowledge. Any takse stalement will render my Application & ongoing assistance, if any,
linbla for rspction/cancellation,

2) | salemnty confirm that assistance, if received from Koshika Foundation, will be used only for the *purpose”, as stated in this Form, for which such assistance
was requesiad by ma.

3) 1 herety confiom that | have not & will nol in future, avall of reimbusamant, in part o in full, frem any other sourcalsmployesinsurancs company, of the amount
for which this assmlance is requesied
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AGHEEMENT by APPLICANT (e g i)

1} By affing my signature or thismb impression on this Form, | (Applicant) kereby sgree & authorise Koshika Foundation and s Trusiees Io

usalpublish/put-upireproduce my neme, address, pholo & details of 1ne-"purposs”, for which such ess|stance is requested/granted, through any

madium, Including bul not limited 1o verbal, print, electoniz, for solicling donations fof Koghika Foundation andlor dissaminating information sbout If's

acllvitiss/achitvemants. Such usa of my phato & details can be made by Koshika Foundafion before or afier my treatment or fulliimend of the “purpose”
for wiiich assistence is being requested,

2} | (Applicant) furthar agree ihat any such use of my name, sddress. photo & details of the "purpose”, for which such assistance is requestedigeantod,
will nol aulomatically entithe me for recaiving or conlinuing the said assistance. The decision for granting andior conlinuing the assistance will resi solaly
with the Trustess of Koshika Foundation, and their decision is this regard will ba final and sccoplable 1o me.
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AGREEMENT by HOSPITAL (vrmm g0 %)
By sffizing hereunder, signature of our Autherised Signatory for recommanding ihis casalpatient for financial assistance from Koshika Foundation, we
(Hospital) herety affirm & accept Tallowing:
1) that wa nelthar are presently nor will in fulire avall of financial asststance from another NGO or any other source, for the same patisnticass, as we are
requesting o gel from Koshika Foundation, to the extent that such assistanca is granted by Koshika Foundation, If the requested assistance is nol grantad
by Koshika Foundation, in part or In full, then the Hospital reserves It's right to make up the shortfall from andther NGO or any other source. This
oconfirmation essentiaily sistes thal the Hospital will nat aveil any duplicale sssistance for the same patienticase from any olker NGO or any other sourcs
2] Tha assistance lrom Koshika Foundation is only financial in nalure. The choice of the realimant/procedurs advisediconducted by the Hospial on the
patiant, & based on the arrengement batwesan the patiant & the Hoopital, and is in no way influenced by Koshiks Foundstion, Henoe, the Hospital will

sesume solp & complete responsibliity of the treaimaen! & it's outcome & safety of the pationt, and Keshika Foundallon will have na role or reeponsibility
i the maiier.
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