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DECLARATION by APPLICANT: S59t% BRI W 75

1}Ihmbymﬁm1halallﬁa'lam in this Form are True to the best of my knowledge. Any false slatement will render my Application & ongoing assistance, if any,
lisble for

Ejlwmmymﬂlnnll'n!mmm if recwived from Koshiks Foundation, will bo used only for the "purpoas”, g stated in this Form, for wiich such assistance
was requested by ma.

3} | hersby confirm fat | have not & will natin future, avail of reimbursemant, in part or in full, from any other sourcalemployeringurance company. of the amount
for which this assksiance B regquested
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AGREEMENT by APPLICANT (s g =)

1] By affizing my signature or thumb impression on this Form, | {Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to
uselpublishiput-upireproduce my name, address, phato & detalts of the "purpose”, for which such assislance is requesiedigranied, through any
madium, incfuding Bul not limited 1o verbal, print, electronic, for soliciting donations for Koshike Foundation andfor disseminating information about It's
actviliesfachievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose™
fe which assistance is being requesiad,

2) | (Applcant) further agrae that any such use of my name, address, photo & details of the "purpose”, for which such assistance is requestedgrantad,
will nol automatically entille me for recalving or continuing the sald assistance. The decision for granting and/or continuing the assistanca will rest solsty
with ihe Trustees of Koshlka Foundation, and their decision is this regard will be linal and accepiable o me,
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AGREEMENT by HOSPITAL (weeam g7 W)
By affixing hersundor, signalure of our Authorized Signatory for recommanding this casa/patient for financial essistance from Koshiks Foundation, wa
{Hosphal) hereby alfirm & accepl following:
1} that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/cass, a8 we arg
requasting to gel rom Koshika Foundation, lo the extent that such assistance is granted by Keshika Foundation, If the requested assistance is no! gramed
by Koshika Foundation. in part or in full, then the Hospital reserves iUs right 1o make up the shortfall from another NGO or any other source This
confirmation essentially siates that the Hospital will not avall any duplicale assisiance for the same patlent/case from any other NGO or any ather saurca,
Z) Thix assiatance from Koghika Foundation is anly fingncial in nature. The choice of the trestment/procedure advised/conducted by the Hospital on tha
patient, is based on v srmangesment befwsen the patient & the Hospital, nrd v in no way influsnced by Koshika Foundation. Hancs, fhe Hospital will

assume sple & complete responaibility of the treatment & iV's outcome & safety of the pabent, end Koshike Foundatlon will have no role o responsibifity
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