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DECLARATION by APPLICANT. e gn @ wa:

111 horety confirm that it dotalls in this Form ane True 1o the best of my knowledge. Any false staterment will rentder my Appbication & ongoing assistance, If any,
Faible for repecionicancelinbon, i .

211 solemnly confirm that nssistance, | received from Koshika Foundation, will be used only for (he “purpose’, @ stated in this Farm, for which such asssiance

was requéirsied by me.

) 1 hamaty confirm that | have not & will not in future, avall of resmbursemant, in part of in full, from ahy other sourcelempigyerineurance company, of the amount

for which this assistancs B requested
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1) By aflixing my signature or thumb Impression on this Fonn, | (Applicant) hareby agree & autherise Koshiis Foundation and if's Trusloes 1o
usedpublish/put-upireproduce my rame, sddress, phola & detalls of the “purposs”, lor which such assssiance is requestod/granted, through any

medium, including bul not limited to verbal, prinl, electranic, for sollciting donations for Koshika Foundation andlor disseminaiing information about &'s
activiies/nchiavements. Such yse of my phols & detalls can be made by Koahlks Foundation before o afer my treatmaent of fuffilmant of tha “purposa”
for which assistance is baing requesisd

20 1 (Applicant) furthar agreo that any such use of my name, address, phato & detalls of Ihe “purpose”, for which such assistance Ik requesiad/granted,
will ol aulomatically entitle me for recaiving of conlinuing the said assistance. The decision for granting and/or eontinuing the assistance will resl salaly
with thi Trustess of Kaehile Foundation, and (heir decigion is this regard will ba final and sccoeptable o ma.
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AGREEMENT by HOSPITAL (wwms gm s
By affining hermeunder, signature of o Authorised Signatary for recommending this casalpatient for financial assistance from Koshika Foundation, we
[Hospital] hereby affirn & accopt following:
1) that we nedthver are presently nor will in future avall of financla! aesistance from ancthe: NGO or any other source, for the same pallentcase, s we are
requesting lo get from Koshiks Foundation, to the xtent that such assistance is granted by Koshika Foundation. If the requesied atsistance 5 not granted
by Hoshika Foundallon, in part or In hull, then the Hospital reserves s right lo make up the shofall from another NGO or any other source, This
confirmation essentinlly states thist the Hospital will not avail any duplicate assistance for the =sme patientizass from any olber NGO or any oiher source
2) The assistance from Koshikn Foundation is only financisl in nature. The choice of the treatment/procedure advisod/conductsd by the Hospital on the
patient, is based on lhe amangemant belween the pabent & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
sasums sole & complete responsibillly of the restment & it's autcoma & safety of the patient, and Koshika Foundation wil hive o ol o rosponsibllity
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