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DECLARATION by APPLICANT: e g S 79:

1) | hereby confirm that all detalls in this Form are True to the best of my knowledge. Any false staipment will render my Application & ongalng assistance, f any,
lizhie for rejection/cancellatan.

2} | sobuminly confirm that assistance, i received from Koshika Foundstion, will be used only for the “purpose”, as siated kn this Form, for wivich such assistance
was requested by me

3) | heraby confirm that | have nof & will nat in fulure, avall of reimbursemant, in part o in hull, from any oiher scurce/employerineurance company, of the amount
for which this assmtance i reguested,
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AGREEMENT by APPLICANT ( sres 5 %)

1) By affixing my signalure of thumb impression on this Form, | (Applicent) hereby sgres & authorise Koshika Foundation and It's Trusises 1o

usafpublishiput-upireproduce my name, address. photo & details of the “purpase”, for which such asslstance s requested/grantad, through any

medium, Including bul not limited to verbal, prink. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivitiesizchievements. Such use of my phote & detalls can be made by Koshika Foundation before or after my ireatment or fislfiment of the *purposa”
for which assistance is being requestad.

2) | (Applicant) further agree that any such use of my name, address, pholo & detalls of the “purpose”, for which such assistanca is requestedipranted

will not automatically ontitie me for feceiving or continuing the seid asststance. Tha dacision for granting andioe continuing the assistance will rest mhlly
with the Trustess of Koshika Foundation, and their dacision is this regard will be finsl and scceptable o me.
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AGREEMENT by HOBPITAL (wimaE 5 &)
By affixing hersunder, signaturs of our Authorised Signatory for recommanding this case/patient for financial assistance from Koshia Foundation, we
{Hoapital) herety &ffirm & sccepl following:
1) that we neliher are presently nor will in fulere svall of financial assisiance from ancther NGO or any othar source, for the same patient/case, a8 we Bre
raguesting {0 gal lrom Koshika Foundation, o the extent that such assistance is granted by Koshika Foundation. If tha requesied assistance is nol granied
by Koshika Foundation, in part or In full, then the Hospilal reserves it's right lo make up the shartfall from ancther NGO or any othar source. This
confirmation assantlally states that the Hospital will not avall any duplicate assistance for the same patienticess from any olher NGO or any other source,
2} The assistance from Koshika Foundation is only financial in neture. The chokce of the reatment/procedure advised/canductzd by the Hospital on the
patlant, is based on the arangement belween the patient & the Hospilal, and is.in no way influanced by Koshika Foundation. Henca, the Hospital will

aspuma sols & complets responsibillly of the treatment & Il's outcome & safely of the patient, and Koshika Folndalion will have no role or responaibiiity
in fhe maties,
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