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DECLARATION by APPLICANT: SSRGS ¥a:

111 heraby confirm thal =il detalls in this Farm are Tnie to the best of my knowledge. Ay false statement will render my Application & ongaing assistance, i any,
liable for rejaction/cancellation

2) | polomnly confirm thet assistance, If moetved from Koshika Foundation, wil be vsed only for the "purpoea”, os statod in this Farm, foe wiveh such ossistanco
wils fequested by me.

3} | hereby confirm that | have ngl & will not in futyre. sval of reimbursamsnt, in part or in full, from any ofher sourcalempboyetfinurancs company, of fe smoun
for which this ssslstones s requaesiad
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AGREEMENT by APPLICANT (a1%ts [0 w01)

1) By affixng my signstuce of thumb impression on this Form, | (Applicant) heraby agres & authorise Koshika Foundalion and s Trustoos 1o
use/publighiput-uplreproduce my name. address, pholo & delalls of the "purpase”, for which such assistance is requested/granted, through any
madlum, Inchuding but net limited t verbal, print, alectronic, for seliciling denations for Koshika Foundation snd/or disseminating infarmation about if's
activilles!achigvements. Such use of my pholo & details can be made by Koshika Foundation bofore or aftar my Ireatmant ar Willlliment of the ‘purposs”
for which nesistance is being mouested,

2) ViApplicant] urther sgres (hat uny such use of my name, addresy, pholo & detalls of he “purpose”, for which such ussistance is requesied/granted,

will not automatically entltle me for receiving or conlinuing the sald assistance. The dacision for granting and/or continuing the nealstapce wiil reat selaly
with thir Trustess of Koshika Foundation, snd e docision is: this regard will ba final and acceptable to me.
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AGREEMENT by HOSPITAL (weamm go sm1)
By affising hereunder, signature of our Authorised Signatory for recommending his cassfpationt for financial rssistance from Koshika Foundation, wo
{Hospltal) hersby affirm & aocep! Inllowing.
1) vt we nesher are presaly nor will in future avail of financia! essisiancs lrom another NGO or eny ofher source, for e ssme patient/cane, a5 we are
renuesting 1o get from Koshika Foundalion, to the exfen) that such assistance is granted by Koahika Foundation. If the requesiad sssitlmes is nel granied
by Keshika Faundation, In par o in i, then the Hospltal maerves s right fo moke up the shortfall from another NGO or any ofher soutce. This
confirmation essantially states thal the Hospital will not #vall any duplicale assistanoa for the sama patlenticase from any olhar RGO or any athar source
2) The assistancs tom Mochika Foundation i only financial In nature. The chioice of the reatment/procedurs advised/canduaied by the Hospital on the
patlent, i based on the amangoment betwesn thie patisnt & tha Hoepital, snd b in no way infuenced by Koihika Foundidion. Henes, e Hoapital wil

assuma sole & complele reapenalbility of the treatment & II's oulcome & safaty of the petien, snd Koshiia Foundation will hirve no role o responaibility
in they matior,
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