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DECLARATION by APPLICANT. Spits gt wiwn wa: ..

1} 1 horedy confirm thal all details in this Foarm are Truo to the best of my knowledge. Any falne statement will render my Appllcation & ongoing assistance, f any,
Sable for remchion/cancullabon

2] 1 solemnly confirm that assistance, if recaived from Koshlka Foundation. will be used only {of the “purpose”, as slated in s Form, for which such sssistance

il egueriled by me

3} 1 horedy confirm thal | Fave nol & will not in fulure, avail of reimblursemant, in pant or in full, fom any other sourcalemployerfimsurance company, of B Bmaun

for which this assistance & requested
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AGREEMENT by APPLICANT ( smies g W)

11 By affaxing my sigrature of thumb Imprassion on this Form, | (Applicant) heraby agree & suthorse Koshiks Foundation and iTs Truslees 1o
use/publshiput-upireproduce my name. address, pholo & details of the “purpose”, for which such asslstance is requestedigranted. through any
misdium. inchsding bul not limited 1o verbal, prinl, slecirenic, for solicliing donations for Koshiks Foundation snd/or dissaminating informatlon about it's
activilles'achievements. Such use of my photo & detalls can be mads by Koshike Foundation before or after my treatment or fulfiimant of the “purpose”
for which sasistance is being requested

2} | {Applicant) further agree that any such use of my name, address, phoio & details of the “purposs”, for which such sssistance is requested/granind,
will nat automatica®ly sntithe ma lor receiving or conlinuing the said assistance. The decision for granting andior conlinuing the assisiance will rest solaly
with iha Trustaes of Koshica Foundation, and iheir decision is this regard will be final and accaptable 1o me
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AGREEMENT by HOSPITAL (w1 T %71)
By affoing hersunder, sgnature of our Authorized Signatory for recommanding this casafpatient for inancis! sssisinnce from Koshika Foundation, we
(Hosphtal) heraby afmm & acoept Rollowing:
1) that we nedther are presently nor will in futura svail of financial assistance from another NGO or any other source, for the same patienticasa, as we are
requesiing o gel from Koshika Foundation, o the exient iiat such assistance is granted by Koshika Foundation, if the requesied assistance |s not granied
by Koshiks Foundation. in part or in full, then the Hospital reserves il's right to make up the shortfall from another NGO or any offar soorce. This
confirmation essentiaily stales thal the Hosptal will not svall any duplicate assisisnce for the same patenticase from sy other NGO or any other source.
Z) The assistance from Koshika Foundation & only financial in nature. The choice of the restment/procedune advisedicondocted by tha Hospitsd on (ha
patiani, is besed on the atrangamen! betwean the patlent & the Hosphal, and |8 in no way influsnced by Koshiks Foundalion, Hence, the Hospitsl wil

assume sole & complele responsibility of the trestment & it's outcome & salety of the patient, and Koshika Foundation will ave no role or responsibiiity
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