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DECLARATION by APPLICANT; e o smon w9;

11 | hereby confirm that all detalls In this Form dre Trug fo the best of my knowledge, Any false statement will render my Application & ongoing assistance, if any,
liabée for rejaciion/canceltation.

21 | solemnly confirm that assistance,  recelved from Koshika Foundatfion, will be used only for the “purpose”, &8 stated in this Form, lor wnich such assistance

wits requensted by ma.

341 hareby confirm that | have not & will not in future, avall of resmbursement, 0 part of in full, from any other sourcelempioyer/ingurance company, of the amount
far which this assisiance = reguesied.
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AGREEMENT by APPLICANT (s 5o %10

1) By sffixing my signature or thumb Impression on this Form, | (Appicant) hereby agree & authorise Koshika Foundation and Ii's Trusiees to

usa/pubiish/pul-upireproduce my name, sddress, photo & details of the “purpasa’, for which such assistance i requesiedigranted, (hrough any

medium, Inchuding bul not imited to verbal, print, slectronke, for soliciting denations for Koshika Foundation andlor dlsseminating information about It's

activities'achisvemenis. Such use of my photo & details can be made by Koshika Foundallon belore or alter my Lreatmant or lulfiiment of the “purposa”
for which assistance is being requesied.

2) | {Applicant) further agree that any such use of my name, address, pholo & detalls of the “purpose”, for which such assistance is requestedigranted,
will not automatically entitie me for recaiving or conlinuing the said assistance. The decision ler granting andior continuing the sssistance will rest solaly
wilh tha Trustees of Koshika Foundation, and thair decision is this regard will be fingl and accaptable o me.
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AGREEMENT by HOSPITAL (Tvmm gm )
By affixing hareunder, signature of our Authonsed Signatary for recommending this case/patient for fingncial assistance from Koshika Foundation, we
{Hospital] heraty affirm & sccept lolkowing:
1) that we reither e presently nor will in future svall of financial assistance from another NGO of any other source, for the same patient/cass, as we are
requesling to gel from Koshika Foundation, o the extent that such assistance is granted by Keshika Foundation. If the requested assistance is nol granled
by Koshlka Foundation, in part or in full, then the Hospital reserves it's right to make up thae ghortfall from another NGO or any other source. This
confirmation assentially stotes thal the Hoepital will not avall any duplicate assistance for the same pallantcass fram any other NGO or any other sourca
2} The assisiunce from Koshika Foundalion ks only financial In nature, The cholece of the teatment/procedure advisedicanducted by the Hospital on tha
patient, is based on the srangement between the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital wil

assume sole & complets responsibility of the treatment & W's oulcoma & safety of the patient, and Koshike Foundatlon will kave no role or responsibiffity
in tha mattar.
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