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DECLARATION by APFLICANT: #Iit% B0 19 7m

1)1 hereby confirm vt all detaits in this Form are True to the best of my knowledge. Any false statemant will render my Application & ongoing assistance, if any,
flabde for rejection/cancelation.

21| noimmnly confirm that assistance, i received from Koshika Foundation, will be used anly for the “purposa’, as stated in this Form, fior which such assistance

was requested by me.

) | hereby confirm that | have not & wall not in tuture, 2vail of rembursement, in part o in full, from any other sourcelemployerfinsurance company, of the amaunt
fer which this asaistance |s requesied
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1) By affizing my signalure o thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundalion and It's Trusiees io

use/publish/put-up/reproduce my neme, address, photo & details of the "purpose”, for which such assisiance is requesiadigranted, through any

madium, including bl not fimited to verbal, print, electronic, for soliciing donations for Koshika Foundation and/or disseminating information about it's

atiivitieslschigvemants. Such use of my pholo & details can be mada by Koshika Foundstion before or alier my treatment or fulfiment of the ‘purpose”
for which assistance i baing requested.

2 | (Agplicand) lurther agrae that any such use of my neme, address, photo & details of the “purpose”, for which such assistance |s requesiad/granted,
will nat automaticatly entlle me for rectiving of continuing the sald assistance. The declsion for granting andlor continuing Ihe assistance will rest solaly
with the Trusises of Koshika Foundalion, and their decision is this regard will ba final snd acceptable to me.
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AGREEMENT by HOSPITAL (woeem EM %)

Hy affixing hereunder, signature of our Authorised Signatory for recommending this casefpatient for financial assistance from Koshika Foundation, we

(Haspital) hereby affirm & accept lelliswing:

1) that wa neither are presantly nol will in future &vall of finencial assistance from anothar NGO or any other source, for the same pabienticass, as we are
raquesting to gel fram Hoshika Foundation, (o the exient that such assistance is granted by Koshika Foundalion. If the requested assistsnce is nal granied
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confirmation sssantislly states tha! the Hospital will mot avall any duplicate assistance for the same patient/cass from any other NGO or any othar source.

2) Ther assistance from Koghika Foundation |s only financial in nature. The chalos of the treatment/procedure advised/canducted by the Hospllal on ihe

patlant, ks based on the arangement batwasan the patlant & the Hoepitel, and is in no way influsnced by Koshika Foundation. Hence, the Hoapital will

gssuma sola & complets esponslblity of the treatmant & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
In the matler.
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