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DECLARATION by APPLICANT: ST 5 v w: *‘\

1} | hereby confirtn thil all detalis in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liabile for rejection/cancediation,

2} 1 sglemnly confirm thal essistance, f recalved from Koshika Foundation, will be used only for the “purpose”, as stiled in this Form, lor wihich such assistance

was requetted by me, !

3} | heratly conlirm fhat | have not & wil notin future, avall of rembursament, in part or in ull, from any athet sdurcafemploysrinsuranca company, of e amount

for which this assistance in requested,
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AGREEMENT by APPLICANT | swiess g vt

1) By affielng my signalure or thumb impression on this Form, | {Applicant) heraby agres & aulhorise Koshika Foundation and il's Trustaes (o

use/pubiish/pul-upfreproduce my name, address. pholo & detalls of the “purposs”, for which such assistance is requestedigranted, thraugh any

medium, including but not limited to verbal, print. electrenle, for soliciting donations for Kashika F aundation and/or dissaminating information about |5

aclivitms/achlevements. Such use of my photo & detalls can be made by Koshike Foundation before or after my treatmant ar fulfllmeant af the “purposs”
lor which assistance is being requestsd,

211 (Applieant) furthar agree that any sudh use o my name, address, pholo & detalls of the “purpose”, for which such assistances |s requestedigrantad,
will meot wutamaticatly entille me for receiving or continuing the said assistance. The daclsion for granting and/or eontinuing the sssistance will rest sabaly
wilh W Trusleas of Keshika Foundalion. and their declsion is this regard will be final ahd sdceplable to me.
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AGREEMENT by HOSPITAL (v gm0 Wy
By affixing hereunder, signature of our Authorised Signatory for recommending this case/patlent for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept loflowing:
1} that we nelther are presently nor will in future vl of financlal asgistance from anpther NGO or-any ather source, Tor the same patient/case, ns we are
requesting tn get from Koshika Foundation, to the extent that such assistance is granled by Koshika Foundatlon, If the requested assistanca is nint granied
by Koshika Foundation, in pant or in full, ther the Hospital reserves il's right o make up the shorfall fram ancther NGO or any other source. This
confirmation essentially states thal the Haspital will not avall any duplicate assistance for the same patlent'case from any othar NGO or any other source.
Z) The sssistance from Koshika Foundation Is only finaneial in nature. The chioice of The treatment/procedure advised/conducted by the Hospital an the
patient, is based on the arangoment between the patient & the Hospltal, and Is In no way nfluencid by Koshika Foundation. Hence, the Hospitet will
assume sole & complets responsibility of the trestment & it's outcoms & safety of the patient, and Kashike Foundation will have ro role o responslbility
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