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DECLARATION by APPLICANT: ST#T® g Sy w3:

1) | hereby confirm that all details in this Form are Truo o the best of my knowledge. Ay false stalemeant will render my Application & ongolng assistance, if any,
[iatils for refection/cancaltation.

2} | solemnly confirm that assistance, if recebved from Koshika Foundation, will be used only for the "purpase”, as stated in this Form, for which such sssistance

was requesied by ma.

31 harsby confirm that | have not & will not in future, avail of reimbursemant, in pad or in full, from any other sourcslemployveninEurancs company, of the amount
for which this assitaonce is requested.
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1) By afixing my wignature or thumb impression on this Form, | {Applicant) hereby agree & suthorise Koshika Foundation and Ii's Trustees 1o

usaipublish/put-upireproduce my name. address, photo & details of the "purposs”, for which such assistance is requested/granted, through any

rrrfiurn, inclsding but not lrited 1o verbal, print, glectronic, for sobiciting donations for Koshika Foundition andfor disseminating Information about it's

sclivitissfachisvemants. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purposa”
for which assistance s belng requasied,

2) | (Applicant) further agree that any such use of my name, address, pholo & detalls of the “purpose”, for which such essistance is requested/granted,
will nol automallcsily entitie me tor receiving or continuing the said assistance. The decision lor granting andfer eanlinuing the essistance will resl solety
with the Trusiees of Koshika Foundation. and thelr decision is this regard will be final and acceptable (o me
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AGREEMENT by HOSPITAL (worms g %)
By affixing hereunder, signature of our Authorizad Signatary for recommending this casedpatlent for financial assistanca from Koshika Foundation, we
{Hosgpital) hereby affirm & accept following:
1] that we neither are presenily rior will in fulure svall of financial sssistance from sncther NGO or any other source, for the same patient/case, re we an
requesting lo gel from Koshika Foundation, lo the extent that such assistance is granted by Koshika Foundation. If the raquested assistance is not granted
by Hoshika Foundation, In part o In full, then the Hospital reserves it's rght to maka up the shortfall from another NGO or any olher sourca, This
confirmation essanlially states (hal the Hosplial will not avall any duplicale assistance for the same patient/cess from any other NGO or sny olhier source.
2) The assistence from Koshika Foundalion is only financial in nature. The cholce of ihe treatment/procedure sdvisediconductad by the Hospital on the
patiant, is bered on the arrangement betwean the patient & the Hospital, and is In no way Influsneced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibiiity of the Ireatment & il's oulcoma & safety of the patient, and Koshika Foundalion will have no role or responsibliity
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