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DECLARATION by APPLICANT, STTE §70 Wiew w3

1) 1 haraty sonfirm that ail details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
iiable for rejection/canceliation

2} | saiamnly confinm that assislance, i received from Koshika Foundation, will ba used only for the “purpose’, as stated in this Form. for which such assistance
was requesied by ma.

3} | heraby eomfiem that | have not & will not in future, avail of reimbursement, in part or in full, from amy other source/employerfinsurance company, of the amount
for which this assisiance is requested

1y s s f ow w8 Tl ool ol P g sl S srpen s ol w b ok e Powe oo W st v w0 9w fre 9w e
77 & g o v e ST s, # = o, e o e wive g F R e i, o wm oo F o #

3) & e w § F fom s iy ol 9 &, v i W e w v T i s o frtemadin weeh @ 1w frm & sleor o) afies F o
AGREEMENT by APPLICANT ( Soew &0 W) :

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & suthorise Koshika Foundation and ['s Trustees 1o
uselpublishipul-upirepradues my name, address, photo & deiaiis of ihe "purpose”, for which such assistance is requestedigranted, through any

madium, inchading bul nat limited 1o verbal, print, electronls, for soliciting denations for Koshika Foundation andior disseminating Informalion about It's

actvities/achievemants, Such use of my photo & details can be made by Koshike Foundation before or after my treatment or fulfiiment of the "purpose”
for which assistance is being requested.

21| (Applicant] further agree that any such use of my name, address, photo & details of the "purpose”, for which such asslatance is requested/granted,
will ot automatically entltle me for recelving or continuing the said assistance. The declsion for granting and/or continuing the assistance will reet solaly
with this Trustees of Koshika Foundalion, and thair decision is this regard will be final end acoeplable to me.
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AGREEMENT by HOSPITAL (wmme g &)

By affixing hereunder, signaiure of our Authorised Signatory far recommanding this casa/patient for financlal assistance from Koshika Foundation, wa
{(Houpital) hereby affirm & accept following:

1] that wa neither are presently nor will in future avall of finencial essistance from anolher NGO or any other source, for the same pebienticass, as we are
requesting 1o gol Irom Koshika Foundation, to the extent ihat such assistance is granted by Koshika Foundation. If the requasted essistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shorfall from another NGO or any other source, This
eonfirmation assantially siates tha! the Hospital will mot avall sny duplicate assistance for the sama patlent/case fram any othar NGO of any offier sounce.
2) The assistance from Koshika Foundation is only financial in nature. The choles of the ireatment/procedure advised/conducted by the Hospltal on tha
pathant, s based on the amangement batwasn the patlant & ths Hospital, and iz in no way influencad by Koshika Foundation. Henca, the Hospital will

uth:naw}e & complete responsiblity of the treatmant & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibifity
In tha matter.
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