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DETLARATION by APPLICANT. st g sm v

1) hearady confirm that &1 details in this Form are True Yo the best of my knowledge. Any tlse statement will render my Application & ongoing assistance, § any,
bt for mupeetion canceloton.

£) | solgmnly confirm that assistance, || recelved from Koshika Foundation, will be used ondy for the “purpose”, a5 stated in this Form, for which such sssistance
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31 1 heraby confirm that § favis oot & will ol o fulurs, eyl of rembursement, m part o in fall, from any other sowcelsmployerfnsurance company, of fee: amount
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AGREEWENT by APPLICANT ( s g %)

1) By affming my sgnature of thumb impression on this Farm, | (Applicant) hemby agree & sulhorse Koshika Foundation and it's Trustess 1o
use/publshiput-upreproduce my rme, sddress. photo & dotads of the “pupose”, for which such assistance i requested/grantead. through any
medharn, ncuding SUt tel imited ta verbal, print, efectronic, for soficiting danations for Koshika Foundation andior disseminating information about it's
aclivities/achizvemanis. Such use of iy photo & detalls can be mada by Koshika Feundalion betore or affer my treatment or fulfilment of the “puspase”
Tor which assistanco is boing rogquestod

211 tAppiicand) luriher sgree talany such uss of my name, address, photo & detals of the “purpose”, for which such asiislance & requestad/granied,
will el olomalicaly entitle me for receiving o corinuing Lhe sald assistunce. The decislon for granding andior continuing e mssntance will resl solety
with (f Trustees of Koshika Foundation, and thelr docision s (his regard will ba final snd acceptable o me.
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AGREEMENT by HOSPITAL (we=mma pf whs)
By atliuing hereunder, sgnatire of cur Authonsed Sigratary for recommeniing this case/patient for financial assistance from Koshka Foundation. wa
{Hoapitad) heraby affirm & acospl following:
1) ral we nedher are presently nor will In future avall of fingncial assistance from another NGO or any offer source, for the same patientcase. s we &re
reguestng Lo gef from Hodhia Foundabon, 1o the extent (hisl such assistance is graniod by Koshika Foundafion_ If the requesiod assistance I8 not granied
by Koshika Foundstion, i part or in full, then the Hospital reserves it's right i maka up the shorttall from another NGO or any other source. This
confifmulion assphlially stales that the Hoopital will not oviil any duplicste sssistonoe for the same patientcass trorm By other NGO or any olher sowce
2) The sssistance bom Koshivs Foundation (s only financial in nature, The choice of the reatment/procedure advisedfconducted by the Hospital on the
pabant. i based on the srangament betwisen the patienl & the Hospital, and is in no way influanced by Koahike Foundalion. Hence, the Hosgltal will

assuine sole & complete responsitdily of the estment & II's oulcoms & safety of the patient, and Koshika Foundation will have no role or responsibliity
in the mattir,
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