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DECLARATION by APPLICANT: SFR® W0 Nl T

1) | heroby confirm fnat afl details in this Form arg Tree to the best of my knowledge. Any false stalement will render my Application & ongaing assistance, If any,
llable for rejectionicanceiiation.

1 | sobemnly confirm that assisionce, if recaived from Koshika Foundstion, will be used only lor the “purposs”, as stated in this Form, for which such assistance
was requesled by me.

31 | heraibyy confirm that | have nol & will nof in feture. avidl of reimbursamant, in pan or in full, from any other sourcefemploverinsuranca company, of the amcunt
for which this pasistance is requestad
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AGREEMENT by APPLICANT {smms gm %)

1) By affixing my signature of thumb impression on This Form, | (Applicant) herety agree & authorise Koshika Foundaticn and It's Trustees to
use/publishiput-upireproduce my nama, addmess, photo & deteils of e “purpose”, for which such assistance I8 requesiedigranted, through any
madium, including but not imited 1o verbsl, print, alectronic, for soliciting donations for Koshika Foundation endior dlsseminating Information about it's
sotiviies/achievements. Buch use ol my pholo & detalls can be made by Koshika Foundalion before or after my Ireatment ¢ fulfiiment of the “purpose”
for which assistance is being requesied.

2) | [Applicant) further sgres that eny such use of my name; address, photo & datails of the “purpase”; for which such asalstance is requestedigranted,
will not automaticsily enliile ma for recelving or conlinuing the said sssistance. The decision lor granting andier eonfinuing the assistance will resi solely
with this Trustees of Koshika Feundation, and thair decksion i this regard will be final and acoepiable to me.
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AGREEMENT by HOSPITAL (wevam go %ut)
By affixing heseunder, signeture of our Authorised Signatory for recommending ihis casa/patient for financial assistanca from Koshika Foundation, we
(Hospltal) hereby affirm & sccep! following:
1) that we neither are prasently nor will in future avall of finenciel assdstance from another NGO or iy other source. for the same patient/case, as we ore

io gal lram Koshika Feuhdation, o the sxient that such assistance is granted by Koshika Foundation. If the requasted pssisiance is nol grantad

by Koshika Foundation, in pant or In full, then the Hospital reserves it's night to make up the shorifall from ancther NGO or any other source, This
confirmation essantially siates thal the Hospital will mol avall any duplicels essistance for the sama patient/cass from any other NGO or any other source.
2) The assisiance from Koshika Foundation s anly financial in nature. Tha cholce of ihe treatment/procedure advised/conductad by the Hospllal on the
patiant, s basad on the arrangemant batween the patient & the Hospital, and |8 in no way Influsncad by Koshika Foundalion. Hance, the Hospital will

:‘“}:ﬁl sole & complete responsibliity of the treatmant & It's cutcome & safety of tha patiend, and Koshiks Foundation will have no role or responsibility
the matler.
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