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DECLARATION by AFPLICANT, STHeH FR1 Wi wa;

111 heraby confirm that ol detaits in this Form are True to the best of my knowledge, Any false statemest will render my Application & ongomg assistance, i any,
liahie for rejection/cancefiation.

2) 1 solemnly conlirm that assisfance. it rmcoived from Koshikn Foundation, will be iwsed only for thi “purposs’, as stated in this Form, for which such assistance

wal requesied by me,

3} 1 tezreby confirm that | Have not & will nat in fulure, ovad of reimpuiesament, i partar in full, from any other sourcelemployerinsurance company, of the amoant

for which this sssistance 8 raguested
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AGREEMENT by APPLICANT { S B W

11 By aflixing my signature or thumb impression on this Forr, | (Applicant) hereby agree & authorise Koshika Foundation ond I's Trustees 1o
veapublighiput-upfreproduce my name, address, pholo & detads of the “purposa”, lor which such assletange is requestedigranted, ihrough any
e, Ineluding bul nat limied 1o verbal, prind, glectronis, for soliciling donalions Tor Keshika Foundation andfar disseminating Information about it's
activilies/achipvemanis, Such use of my phota & detalls can bg made by Koshiks Foundation before or sfter my treatmant ar fulfilment of the *purposa”
far which assmstanoes 8 being requesiad,

21 ' (Applicant) further agres that any such use of my name, address, photo & detalls of the “purpose’, for which such assistance is requested/granted,
will not automatically entilfe nie for cecelving o continuing the sald assistance. The decision far granting andfor continuing the assistance will rest solaly
wiih the Trustees of Koshika Foundation, ond theis decision is this regard will be final and accepiable to me.
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AGREEMENT by HOSPITAL (weqms g wut)

By affiming hareunder, signalure of our Autharsed Sgnatory for recommanding ihie case/patignt for fimancinl ssistance from Keshika Foundaton, we
(Huokpital) hereby affirm & accept lollowing.,

1} thaat wa neither are gresently nor will in future svail of financisl assistance from anoiber NGO or any othar source, for the same patienl/case, as'we are
reguesting o gel from Koshika Foundalion, to the extent that such assistance ls granted by Koshika Foundation, If the requested assistance |s not granted
by Koghika Foundalion, In par ot in [ull, then the Hosplial resernves s right to make up tha shorfall from snother NGO or any ofher sourca. This
confirmation essantlally stales that the Hospital will nat avall any duplicate azsistance for the sama patienticase from any other NGO or any other source
2} The assistance fram Koshika Fourdation is only financial In nature. The cholee of the eatment/procedure advisediconductad by The Hosplial on thie
patient, s based on the amangement betweaen the patient & the Haspital, and s b o way hflusnced by Koshika Foundation: Hence, He Hospital wil
asgume sole & complele resporsibility of (e treatment & it's outonrse & sefaty of the patlent, and Koghika Foundation will have no role or responsibility
in the matier,
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