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DECLARATION by APPLICANT. smios g Wi v: '

1)1 hereby confirm (hal all detais in ihis Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, If any,
Bablo for resechion/cancilsbion,

2} I solesmnly confirm that assistance, if received from Koshika Foundation, will be used enly for the “pispose”, as stated in tis Form, for which such assistance
was rnguested by me

3) | hereby confirm at | have not & will not in future, avadl of rembursemant, in part o in full, from any other sourcaemployerinfurance company. of the amount
for whith s assistance & (equisted
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1] By affixing my sigrature or thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation and its Trusioes 1o
use/publishiput-uplrepioduce my name, sddress, pholo & details of the "purpose”, for which such assistance is requestedigranted, through any
midium, including but not imited 1o verbal, print. slectroniz, for soliciting donations for Koshike Foundation and/or disseminating information abaut it's

actvitiesachiovements. Such use of my photo & details can be made by Koshika Foundation before or after my ineatment or fulfiiment of the “purpose”
lor which assistance |s being requested

2) | {Applicant) furthar agres thal any such use of my neme, address, photo & details of the “purpose”, for which such assigtance is requestedigranted,

will nol sulormaticaty antitie ma for recenving of continuing the sald assistance The dedision for granting and/or continuing he sssisiance will resi solaly
with [ha Trustess of Koshia Foundation, and their dacision is this regard will be final and acoeptable io me.
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AGREEMENT by HOSPITAL (wwms o0 w1)
By affiing hereunder, ssgnature of our Authornised Signatory for recommeniding this casa/patient for financtal ssistance from Koshika Foundafion, we
{Hosplial) heratry afiim & accopl following:
1) Tt we nesther are presently nor will in future avail of financial pssistance from another NGO or any other souros, for the ssme patientcase, os we ae
requesting 12 gel from Koshila Foundation, to the extent thal such assistance is granied by Koshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in par of in full, then the Hospital reserves it's nght 1o make up e shortfall from another NGO or any other source, This
confirmation essentially states that the Hospltal will not avail any duplicste sssistance for (he same patlent/case from any other NGO or any other source.
2) The assistance from Koshiea Foundation i only financial in nature. The choice of the treatmentprocedure advised/conducied by the Hospital on the
piilenl, ks basad o the arrangement bebwaan e patient 4 the Hospital. and is in no way Influenced by Koshika Foundation. Hence, the Hospital wil

assume sola & complete responsibility of the reatment & it's outcome & safety of the patient, and Koshiks Foundation will have no rale or responsibility
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