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DECLARATION by APPLICANT: swes gm1 s w3

1)1 hereby confirm that all detadls In this Form ate True o the bast of my knowledge, Any false statemant will render my Application & ongolng assistance, il any,
limble for rejection/cancaliaton.

2} | solemnly confirm that assistance, If recelved from Hoshika Foundstion, will be wsed only for the "purpose”; as stated in this Form, lor which such sssistance
was reguested by me

33| hareby confiem mll | v o & wall nat in fulure, avail of reimbursemant, in pad o in full, from any other source’employeninsurance company, of the amount
lar wiich Ihis assistance = rmeguesied.
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1) By affiing my signalure or thumb impreesion on this Form, | {Applicant) hereby agree & suthorise Koshika Foundation and I1's Trusteas 1o

usalpublishiput-upireproduce my name, eddress. photo 8 detalts of the *purpose”, for which such sesistance is requested/granied, through any

miedium, inchuding but nol Bmited to verbal, print, electranic, for solicliing denatlons for Koshiks Foundation andleor disseminating Information about it'e

aciivities'achigvemanis. Such use of my phote & details can be made by Koshiki Foundation belore or afler my treatmeant of fulfilmant of the “purpese”
far which assislance is being requesied.

2] | [Applicant) further agree that any such use of my name, address, phato & detalls of the “purpose”, for which such assistance is requestedigranted,
will nat automalicatly entitle me for recalving or confinulng the said assislance. The decislen for granting andlor continuing the assistance will resl solely
with the Trustees of Koshika Foundation, and their decigion is this regard will be final and sccepiable 1o me.
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AGREEMENT by HOSPITAL (Tvms g )
By affixing hereunder, signature of our Authorised Signatory for recommending this casefpatient for financial assistance from Koshika Foundalion, wa
{Hospltat) hereby offirm & acoep! following:
1} that we nelther are presanily nor will in future svall of financlal assistance from another NGO or any other source, for the same palientcase, as we are
requesting o gel from Koshika Foundalion, io the extent that such assistance is granted by Koshika Foundation. If the requestad aseistancs |s nol granted
by Koshika Foundation, in part o in full, then the Hospilal resarves it's rght to make up the shortfall from another NGO or any olher source. This
confirmation assentially states that the Hospital will not avall any duplicate assistance for the same patienl/case from any olher NGO o any olher saurcs.
2} The assistance from Koshika Foundation is only financial in nature, The chaice of the reatment/procedure advised/conducted by the Hospital on the
patient, I bated on the srmngement betwesn the patiant & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil

aszuma sole & complets reeponsibility of the freatment & it's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matlar,
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