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DECLARATION by APPLICANT. SFiS® W0 Shwon w:

1) | heraby confifm (hat all detalls in this Form are True to the best of my knowledge, Any false statement will render my Application & ongolng assistance, If any,
lissbsles fior rejection/canceliation.

2] | solemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purpose”, as staled in this Form, for which such assistance
was requestod by ma

3} | haraby confirm that | have nat & will notin future, avall of reimbursamsnt, i0 part o 6 full, from any ather saurce/employerinsurance company, of the amount
for which this assistance s requested.
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2) Tt g o wemm nin Cwifre st 6 S w ol §, Twe am i o o i Bew osmm, 9o wen o anomm #

1) 8§ ffe wow f s fam v o ueln 9 o B, am ofe W afes @ wee e Tl s e sl A 5 o e @ sl g o s o o
AGREEMENT by APPLICANT (sutew @i &)

1} By affixing my signatuie or thumb impression on this Form, | [Applicant) hereby agree & suthorise Koshika Foundation snd If's Trusiess o
useipublishiput-upiraproduce my name, sddress, photo & details of the "purpose”, for which such assistance |s requestedigranted, through any
mrogdium, incheding bul nat limited to verbal, print, electronic, for soficiing donations for Koshika Foundation andlor disseminating Information aboul It's
aclivities/achiavamants. Such use ol my phola & details can be made by Koshika Foundation before or after my treatment or fulfilment of tha “purpose”
for which assistance 18 being requesied.

2} | {Appdicant) furthar agres that any such use of my name, address, pholo 4 detalls of the “purpose”, for which such assistance s requesiad/grantad,
will nol aulomalically enlliie me for receiving or continuing the sald assistance. The decision lor greniing and/er continuing the assistance will rest solely
with the Trusteses of Koshika Foundation, and their decision is this regard will be final and accaptable lo me.
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AGREEMENT by HOSPITAL (wisam B/ %)
By affiming hereunder, signalure of our Authorised Signatory for recommending this case/pallent for financial assistance from Koshika Foundailon, wa
{Hospital) hereby affirm & accepl following:
1] that we nelther are presently nor will in fulure avail of financial assistance from another NGO or any other source, for the same patient/case, os we are
requesting 1o gal [rom Koshike Foundation, 1o the exlent that such assistance is granted by Koshika Foundatian. If the requested sssistances is nol granted
by Koshika Foundation, in part or in full, then the Hospiltal reserves I's right o make up the shortfall from another NGO or any other saurcs, This
confirmation essantiaily stales that the Hospital will nol sveill any duplicate astistance fof tha same patient/case from any other NGO ar any olher sourcs.
2} The assistance from Koshika Feundallon s anly financial In nature. The cholce of the restment/procedurs advisediconduciad by the Hospial on the
patient, is based on the arrangement between the pationt & the Hospital, and |s in no way Influenced by Koshike Foundation. Hence, the Hoapital will

assume sole & complele responsibility of the treatment & Il's outcome & safety of tha patlant, and Koehika Foundatlon will have no role or responsibility
in the metter.
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