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DECLARATION by APPLICANT. SWeew g wieey

1) | hereby confirm that all details in this Fomm are True 1o the best of my knowiedge. Any false stalement will render my Application & ongoing assistance, if any,
iabie for rejsction/canceliation.

2) | solsmndy confirm that assistanca, IF received from Koshika Foundation, will be used only for the “purposa”, as stated in this Form, Tor which such sasistance

wias requestsd by ma.

3) | hareby confirm that | have not & will natin future, avail of reimbursement, in part or in full, from any other sourcefemployerfinsurance company, of the amount
for which thig assistance & reguesiad
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1) By aflizing my signature of thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and i's Trustees 1o
usa/pubitsh/put-upireproduce my name, address, photo & details of the “purfiose”, for which swch sssistance is requested/granted, through sny
medium, including but not limited to verbal, print, electronic, for soliciling donalions for Keshika Foundation and/or disseminating information aboul i's
acliviiesfachievemants. Such use ol my phots & detalls can ba made by Keshika Foundation belore or after miy reatment or fulfilment of the "purposs”
for which aesistance s baing requested,

21 1 (Appiicent) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance |s requested/granted,
will nol autamatically entille me for recaiving of continuing the said assistance. The decision lor granting and/or confiruing the assistance will rest solsly
with tha Trustees of Koshiks Foundation, and thair decision is this ragard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (wrws g %at)

By affiing heseunder, signalure of our Authorised Signatory for recommanding Ihis case/patiant for financlal assistance from Koshika Foundation, we
[Hospital) heraby affirm & accept following:

1] that wa nedher are presenily nor will in future gvall of fingncial sssistance from another NGD or any other source, for the same patisnticase, as we gre
requesting ko gal from Koshiks Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requasted assistanca is nol granted
by Koshika Foundation, in part or in full, then the Hoepilal reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essenliaily states that the Hospital will not avall any duplicate assistance for the same patient/case from any oiher NGO of any othar source.
2) The assistance rom Koshika Foundation is only financial In nature. The choloe of the ireatment/procedure advisediconducted by the Hospital on the
patient, is based on tha emangement betwsan the patient & the Hospilel, and is in no way influsncad by Koshike Foundation. Hance, the Hospital will

assums solz & complele responsibifity of the trestmant & it's outoome & sefety of the patient, and Koshiks Foundation will have no rale or responsibility
in the matter
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