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DECLARATION by APPLICANT: sty gr wiwen wy;

111 hareby confirm thal all detalls in this Form are Trie to the best of my knowledge. Any false statemant will render my Agplication & engoing sssistance, f ary
hable for reseclon/cancedlabon

Z) | nolemnly confirm that assistance, | recaived from Koshika Foundalion, will be usad only for the “purposa”, es stated In this Form, for which such essistance
was reguesied by me.

3) | haraby confirm tat | have not & will not i Aiure, avas of relmbursament. in part of in full, from any other sourcelemployerissurance company, of the smount
for which this asssetance n reguasted
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AGREEMENT by APPLICANT ( siew g0 %u1)

1) By aMiing my signature or thumb impression on ihis Form, | (Applicant) heroby agree & authorise Koshika Foundation and II's Trusieos to
use/publish/put-upireproduce my name, address, photo & detalls of the “purpase”. for which such assistance Is requested/granted, through any
ressdivm, including bul nol limited to verbal, pinl, slectronlc, for soliciting donations lor Koshika Foundation andior dlaseminaiing informalion about ii's
activilles/achievements. Such use of my pholo & defails can be made by Koshiks Foundation before or after my treatment or fulfimant of the “purposs”
for which ausisiance is being requesiod

I) | {Applicant] further agres thal any such us= of my name, address, pholo & detalls of the “purpose”, for which such aasistancs k& requosted/granted
will nol automatically sntitle me for receiving or continuing the said assistance. The decksion lor granting andior continuing the sssistance will rest solely
with the Trusiees of Koshika Foundation, and their decision bs this regard will ba fnal snd pcceptatie 1o me
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AGREEMENT by HOSPITAL (wwmm gm i)

By affixing hemmundsr, ¢ ature of our Autharised Signatory for recommending this case/patient for financial assistance from Koshila Foundation, we
(Hospitul) hereby afirm & atcapt following:

1) that we neither are presently nor will in future avall of financlsi assistance from another NGO or any other source, for the same palient/case, a5 we are
requUesting 1o get om Koshis Foundation, 1o the extent [hal such asssstance is granted by Koshika Foundation. if the requesied assistance is nol granted
by Hoshika Foundation, in part of in full. then the Hospital reserves [('s right 1o make up the shortall from another NGO or any other scurce. This
confirmation essentially states that the Hospital will not avadl any duplicats sssistance for (he sisme pstientcass from any olher NGO o any other aource
2) The assistance from Koshica Foundation i only financial in nsture. The choloe of the ireatment/protedure advised/conducted by the Hospilsl on the
patient, 5 based on the amangement betwaen the patient & ihe Hospial, and |5 in no way influenced by Koshika Foundation, Hence, the Hospital will
Esgume sohe & complete responsibility of the trestment & it's outcome & safaty of the patlent, and Koshiks Foundation will kave no rols or responsibiity
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