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DECLARATION by APPLICANT: e g7 Sivey

17| heraby confirm that & details in tis Form are True 1o the best of my knowledge. Any falsa statemant wiil render my Application & cngoing asslstance, If any,
lnbie for rejection/cancefation.

2} | salamnly confirm thal sssistance, if recelved from Kashjka Foundation, will be used only for the "purpose”. as staled in this Form, for which such assistance
was requested by me .

3} | hereby confirm that | have not & will not in future, aval of remburssment, in par ofin full, from any other sourcelemployerfinsurance company, of the amoun!
for which thes assistance s rsguested
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AGREEMENT by APPLICANT ( s g =771

1) By affixing my signatlire or ihumb impression on this Form, | (Appficant) hereby agres & authorise Koshika Foundation and It's Trastees to
usaipublishiput-upfreprodice my name. address, pholo & details of the “purpose”, for which such mssistance lg requestedigranied, through any
medium, Inaluding but net limited to verbal, prinl, electranic, Tor eolleliing donations for Koshika Foundatlon andfor disseminating |nformation about it's
activities!achisvements, Such use of my pholo & details can be made by Koshika Foundallon before of after my treatiment o fulfitment of tha “purpose”
for which assistance i belhg requesled.

21 | (Appiicant) furltier agree that any such use of my name, address, phato & detalls of the “purpose”, for which such assistance is requestedigranted,
will nt automatically entitle me for recelving or continuing the sald assistance, The decision for granting andlor continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and thair declsion ks this regard will ba final and accepiabie o me.
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APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wmms g wit)

By affing hereundar, signature of our Authorised Signatory lor recommaending s casa/patient for financhal assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1) that we naliher are presently. nor will in future aval of linanclal assistance from another NGO or any other source, for the sama palienlicase, ps we are
roquesting ko get from Koshika Foundation, to the extent that such asslstance Is granted by Koshika Foundation. If the requested assisiance is nol granted
by Koshika Foundation, in part or in full, then the Hospltal reserves |U's right to make up the shortfall fram anathar NGO or any other source, This
confirmation essentially simtes thal the Hospital will not avall any duplicate sssistance for the same patlantfcase from any other NGO or any other sourcs,
2) The assistance from Koshika Foundstion is only financial in nature. The choice of the reatment/procedure advised/conductad by he Hospital on tha
patient, s based on the arangement betwaen the patient & tha Hospital, and is in no way influenced by Koshika Foundation. Heneca, the Hospital will
sssume sole & complele responsibility of the treatment & i's butcome & safaty of the patent, and Koshikas Foundation will have no role or responsibilily
iy the mattar.
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