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DECLARATION by APPLICANT: ST9TE g s wa:

1} | hereby confirm that all detalls in this Form are Trua 1o (he best of my knowledge. Any false statement will render my Aoplication & ongolng asslstance, if any,
latde for rejaction/cancalation.

21| solemndy confirm that assistance, if received from Koshika Foundzstion, will be used anty for the “purpose”, as statad In this Form. for which such assistance
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) | hraby confiem (st | Save not & will not in future, avil of rembursemant, 0 part or in full, from any ofher sourcelemployeninsurance company, of the amount
for which this assstonce is requested.
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1} By affixing my signalure or thumb impression on this Form, | {Applicant) hereby agree & suthorise Koshlka Foundation and t's Trustess io
usaipublish/put-upireproduce my name, address, photo 8 detalls of the "purposs”; for which such asslslance is requestedigranied, through any
medium, including but net Hmited (o verbal, pring, electronic, for saliciting donatlons for Keshika Foundation andfor disseminating Information about It's

aclivitiesfachisvemanis. Such use ol my phole & details can be made by Koshika Foundalion belore or afler my treatment o fulfiiment of the "purpose”
for which nssistenoe s being reqoesied.

2] | (Applicant) further agree that any such use of my name, address, pholo & detalls of the "purpose”, for which such assistance is requastedigranted,
will not suiomafically enfitie me for receiving or contimuing the said assistance. The decision for granting andfor continuing the assistance will rest sofaly
with the Trustess of Koshika Foundation, and their decision is this regard will be final and scceplable 1o me.
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AGREEMENT by HOSPITAL (wemms g =0t
By affixing hersunder, signalure of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, wa
(Hospital) haraby aflirm & accept following:

1) that wa nedther are presentty nor will in future avall of financia! assistance fram another NGO or any other source, for the same patient/cass, Bs we Bre
requesting to gel from Koshika Foundation, (o the sxdent that such assistance is granted by Koshika Foundation. If the requested aesistancs |s nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves It's right to make up the shartfall from another NGO or any other source. This
confirmstion sssentially states that the Hospltal will not avall any duplicale assistance for the same patienlcase from any other NGO or any other saurca.
2 The assistance from Koshiha Foundalion is only financial in nature, The choice of the reatment/procedure advised/conducted by the Haspital on the
patient, s besad on the arrangament batwean tha patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital wil

assume sole & complets responsiblity of the freatmant & it's outcome & safety of the patient, snd Koshika Foundation will have no role or responsibility
in the matier.
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