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DECLARATION by APPLICANT. sIiTE G wiemn v

1) | hareby confirm that =il details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, If any,
ibde: for rejection/cancaliation.

2) | salemnly confirm hat assistanca, if recedved from Koshiks Foundation, will be dsed only for the “purpose’, as stated |n this Form, for which such assistance
wis raquestad by me.

3) | hereby confirm that | have not & will not in future, avall of reimbursamant, in part o in full, from any other sourcefemployerfinsurance compary, dﬂunrrmﬂl
for whach this ssskeiancs 8 requested.
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AGHREEMENT by APPLICANT (M=% £l )

1) By affting my skgnature or thumb impressicn on this Form, | (Applicant) hereby sgree & authorise Koshika Foundation and I's Trustees 1o

ussipublishipul-upireproduce my name, address, photo & details of the “purpase”, for which such assisiance is requesiadigranted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminating information about It's

acihvities/achievemenis, Such use ol my phalo & delalls can be made by Koshika Foundation befere or afier my treatment or fulfiiment of the "purpose”
for which asststance ks being requesied.

21 | iApplicant] further agres that any such usa of my name, address, photo & cetalls of the “purpose”, for which such assistance |s requested/granted,
will nol aulomatically entifie me for recelving or conlinuing the said assistance. The declslon for granting andier continuing the sssistance will rest solaly
with the Trustees ol Koshika Foundation, and their decision s this regard will be finat and scoeptable 1o me.
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AGREEMENT by HOSPITAL (wemm B &)
By affixing hereunder, signature of owr Authorsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
[Hospilal) heraby affirm & accapt lolkowing:
1) that wa nelther are presently nor will in future avail of fnancial assistance from another MGO or any ather source, fof the same patlen/case, as we anme
raquesting 1o get from Koshika Foundation, W the extant thal such aesisiance is granied by Koshika Foundation. If the requested sesisiance is not grantad
by Koshika Foundation, in part of In full, then the Hospital reserves It's right to make up the shortfall from ancther NGO or any other source. This
capfirmafion sssentisly sistas thet the Hoepital will not avall any duplicate assistance for the same patient/case from any other NGO or any othar source.
2) The assistance from Koshika Foundation is only financal in nature, The choice of the treaiment/procedure advised/conducted by the Hospital on the
palinnl, ls based on the arangement between the patient & the Hospital, and s In no way Influsnced by Koshika Foundstion. Hanca, the Hospital will
assyme sobe & complete responsibillty of the treatment & I's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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