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DECLARATION by APPLICANT: SawE G0 Soom 7

1| hereby confirm that all delails in this Form ase Trua to the best of my knowledge. Any false statement will render my Aoplication & ongoing assistance, f any,
lrabie for rejection/canceation.

21 | solemnly confirm that assistance, i received from Koshika Foundation, will be used anly for the “purpose”, as stated in this Form, for which such assistance

was raguesiod by ma.

31 | rarabyy confirm that | fave not & will not in fulure, avail of reimbursemant, in part or (6 full, from any other source/employeninsurance company, of the amownt
for which this assigionee s requested.
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1) By affixing my signalure or thumb impression on this Form, | {Applicant) hereby agree & suthorise Koshika Foundation and It's Trustess to

une/publishfput-upfreproduce my name, sddress, photo & detalls of the “purpase”, for which such assistance is requesiedigranted, through any

madium, Including but net limited 1o vertal, pring, electrenic, for saliciling donations for Koshika Foundation and/or disseminating information about It's

activitiesfachievemants, Such use of my photo & details can bs made by Keshika Foundalion beflare or aller my treatment or lulfiiment of ihe "purposs”
for which assistance is bolng requesiad,

2) | iApplizant} turther agree thal any such use of my name, address, pholo & detalls of the “purpose”, for which such assistance ls requestadigranted,
wilt not mrtomatically entitie me for receiving or continuing the sald assistance. The declsion lor granting andior continung the assistance will resl sofely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and scceplable to ma.
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AGREEMENT by HOSFITAL (vemsm g s
By affizing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundstion, ws
(Hosgpital) heraty affitm & aceapt fellowing:
1] thasl we nelthar are prasently nor will In fulure svall of fnanclal asslstance from another NGO or any other source, for the same patient'case, as we ere
requesting to get from Koshika Foundation, to the extent that such assistance i granted by Koshiks Foundation. If the requested assistance is nol granmad
by Koshika Foundation, in gart or in full, then the Hospital reserves (s right to maka ug the shartfall from another NGO or any other source. This
confirmation sssentially states thet the Hospital will not avall any duplicals assistance for the same patlant/zase from eny other NGO or any othar sourca.
2) The assistance [rom Keshika Foundalion is only finencial in neture. The choice of (he treaiment/procedure advised/condusted by the Hospital on the
patiant, is basad on the arrangement betwean the pationt & the Hospital, and Is in no way Influsnced by Koshiks Foundation. Henca, tha Hospltal will

assume sole & complets esponsibility of the treatmaent & It's outcome & safety of the patient, and Koghika Foundation will have na rols or responsibility
in the matter.
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