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DECLARATION by APPLICANT. s B Sromm w3
1) | herety confinm tnat all details in this Form ate True it the test of my knowledge. Any false statement will render my Application & cngoing essistance, / any,
liable for rejaction/cancelialon.

21 | nodemnly canfirm that asslstance, Trecsived from Koshiks Foundation, will be used only for the "purpose”, as stated In this Farm. for which such assstancs
was reduasted by me

3 | tarestry confim thal | v nat & wdll nol in ilurs, aveil of reimbursemend, (n pan ar n ), from any ofer source/employetinsurance company, of the amaurd
fot which this aisistince is regqUestsd
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AGREEMENT by APPLICANT (57T 511l WIR)

1} By affiking my sigrature ot thumb impression on this Form, | (Applican) heraby egres 8 suthoriss Koshika Foundation and if's Trusless 1o
usaipubbshiput-upreproduce my namao. address; photo & datalls of the “putposa”, for which such assistance Is requostedigranted, Ilrough any
madium, [meuding but not limited o verbal, print, electronie, far soliching donalions for Keshika Foundation and/or dissaminating infarmation about i's
activitleslzshisvements. Such use of my pholo & details can bs made by Koshiks Foundation tbefore or afier my treatment ar fulfiiment of the “purpose’
for which assislance is being requestad

21 | (Applicant) hurther agree that any such use ol my rame, address, photo & detalls of the "purpose”, far which such assistance is requestoedigranted,
will net autoimatically entite me for recelving or continuing the said assistance. The dedision for granting andior conlinuing the assistance will rest solaly
with ihie Trusiees of Koshika Foundation, and thair decision is this regard will ba finul and scceptable to me
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AGHEEMENT by HOSPITAL (& 7 &01)

By affing hensuntder, signature of our Aulhorised Signatory for ecommanding this casapatient for Inancial sssistance rom Koshika Foundalion, we
{Hmspitaf) kersby affirm & accapt following:

1) that we neither are presendy nor wil in future svail of financle! assistance fram anothar NGO or any oifie: sourca, for the seme pallen/case. 0% we are
nequesting to get from Koshiks Foundation, 1o the extant that sich assistance is granted by Koshika Foundation. If the requested assistance I nol grint=d
by Koshika Foundation, in part or in full, ther tha Hospital reserves (s right tu make up the shorttall from another NGO or any olhar source. This
confirmation essentially states thal the Hospdal will not avail any duplicate assistance for the same patlent/case from any other NGO ar any otfver source.
2) The assistance from Hoshika Foundation s only financial in naturs. The chaice of the trealmentiprocedure advised/conducisd by Ine Hospital on the
patient, is based on lhe srrangement between the pabient & the Hospital, and |8 In no way influanced by Koshika Foundstion. Hence, the Hospital will
pesumn sole & complete respanaibility of the treatment & it's outcome & safely of the patisnl. and Koshlka Foundation will have na role or responsibility
in he matiar
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