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DECLARATION by APPLICANT. #<% 310 dmw ws:

1} 1 hareby condirm thal all detasds in this Form are True 1o the best of my knowledge, Any false stalement will render my Application & ongoing assistance, if any,
liable for reiection/cancsliation

2} | solemnly confirm that sssistance, if recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was requasied by ma.

3} | hereby cordiem that | hive rit & will not in future, avall of reimbursemant, in part or in full) from any other source/amployerfinsurance company, of the amount
for which this assistance & requesind
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AGREEMENT by APPLICANT ( #emm g 1)

1) By affixing my signature o thumb impressicn on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

usaipublEh/put-upireproduce my name, address, pholo & detalls of the “purpose”, for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, elecironio, for solicling donations for Koshika Foundation andfor disseminating information about it's

activiles/achisvemants. Such use of my photo & detsils can be made by Koshika Foundation belors or giter my treatment or fulfiiment of the “purposs”

for which essistance is being requasied.

2} | (Applicant) further agree that any such use of my name, address, pholo & delzils of the “purpose”, for which such sesistance is requested/granied,

will niol automatically enlitle me for recalving or cantinuing the said assistance. The dedislion for gminting andior continuing the assistance will rest solsly

with the Trustess of Koshika Foundation, and their dacision ks this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥ea® g0 S10)
By affixing heraunder, signature of our Authorised Signatory for recommending this case/patient for financlal assistence from Koshika Foundation, wa
[Hospital) hereby afirm & sccept following:
1] that we nailher are prosently nor will in future avall of financial assistance from ancther NGO or any other source, for the same patient/case, as we are
requesting to gat fram Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation, If the raquested assistance is not granted
by Koshika Foundation, In parl or in lull, then the Hospital reserves it's right lo make up fhe shorifall fram arother NGO or any othar sourcs, This
confirmation essentially ststes thal the Hospitsl will not svsll sny duplicate assistance for the seme patient/cass from any other NGO or any other source:
2) The assistance from Koehika Foundation is only financial In natiere. The cholce of the ireatment/procedure advisediconductad by the Hospltal on the
paflant, s based on the arrengement batwasn the patiant & the Hospital, and @ in no way influenced by Koshika Foundation. Henca, the Hospital will
eesume sole & complale respons(bility of the reatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respansibility
In the miatter.
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