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DECLARATION by APPLICANT. SETS @0 W 73

1) | neredy confirm that 8 details in this Form are True 1o the best of my knowiedga. Any false statement will render my Application & ongoing assistance, If any,
lintile for rejection/canceation.

2) | solemnly confirm that assistance, If recelved from Koshika Foundstion, will be used oniy foe the “purpase”, as stated in this Form, for which such assistance
was requested by ma.

3) | hereby confirm that | have not & will nat in feture, avedl of rembursament, m part or in full, from any other sourcelasmpioyverinsuranca comparny, of the amount

for which this assistance is requestsd.
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AGREEMENT by APPLICANT ( 3mH=% =M %I1)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustees lo

usa/publieh/pul-upireproduce my nama, addrags, photo & delalis of the “purpeea”, for which such assizlance |8 reguesisd/granted, through any

medium, including bul not limited to verbal, print, electronig, for soficiting donations for Koshika Foundation andior dissaminating information aboul it's

actlvites/achiovemants. Such use of my pholo & details can be made by Koshika Foundation before or after my ireatment or fulfiiment of the *purpose”
for which assistance s being requesled.

21 | (Apphicant) further agree that any such use of my name, address, photo & detalls of the “purpose”. for which such aselstance is requestedigranted,
will nol awtomatically entitie me for recaiving or continuing the said assistance. The decision for granting andior conlinuing the assistance will rest solaly
with the Trustees of Koshika Foundation, snd their decision is this regard will be final and acceptable lo me.
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Wl#ﬁuﬁm

AGREEMENT by HOSPITAL (werml gm %o0)

By alfixing hereunder, sigrature of our Authorised Sigratory for recommending this case/patient for inencal asststence from Koshike Foundation, we
{Hospltal) hereby affirm & accep! following:

1) that we naither are presantly nor will in future @vail of financial assistance from another NGO or any ather source, for the same patient/case, 85 we are
requesting to get from Koshiks Foundation, 1o the extent that such assistance is granted by Koshika Foundstion. If the requested assistance is nat granted
by Koshiks Foundation, in par or in full, then the Hospita! reserves i's fAght to make up the shortfall from another NGO or any other source. This
confirmation sssantially states thal the Hoapital will not avall any duplicats assistance for the sama patisnlcass from any other NGO of any olher soufca,
2] The assistance from Koshika Foundetion is enly financhal in nature. The cholee of the treatment/procedure advised/conducted by the Hospilal on the
patient, s based on the amangsment batwaen the patient & the Hospilal, and Is in no way Influsnced by Koshika Foundation. Henoo, the Hospital will
asaume sole & complete responsibliity of the treatment & it's outcome & safety of the patient, and Koshike Foundation will have no mle or responsibility
Inv tha matler.
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