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DECLARATION by APPLICANT: i g/ diwes 7
1) | hereby confirm that all detalls in this Form are True to the best of my knowhodge. Any false stalemend will render my Application & ongoing assislance, If any,
liatie for rejectionfcancellatian,

2} | sodamnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated In this Farm, for which such assistance
was requestad by me

3) | hereby confirm that | fave not & will not in huture, avail of reimbursemant, in pan os in full, frem any other soureslemployerfinsurance company, of the amoun
fior which this assmtence i reqeasted.
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AGREEMENT by APPLICANT (%% g0 #1)

1) By affixing my signalura or thumb impression on this Form, | [Applicant] hereby agree & autharise Koshiks Foundation and It's Trustees o
use/publshipul-upiraproduce my name, sddress, pholo & delails of the “purpose”, for which such assistance |s requesiadigranted, through any
madlum, Including bul not limited o verbal, print, elecironie, for soliciting donations for Koshika Foundation andior disseminating Information about it's

attivillestachievements. Such use of my photo & details can be made by Koshika Foundation belore or after my reatmant ae fullliment of tha "purposs”
for which assistance is being requested.

2) | (Apgplicant) furthar agrea that any such use of iy nama, address, photo & details of the “purpose®, for which such assisianca s requestad/granted,
will not sutomatically entile me for recaiving of continuing the said assistance. The decigion lor granting andior confinulng the assistance will resl solaly
with the Trustees of Koshika Foundation, and their decision is this regard will be finsl and accaptable o me.
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AGREEMENT by HOSPITAL (Fr@EE B 50)
By alfixing haraunder, signature of our Authorised Signalory for recommanding this case/patient for financial assistance from Koshika Foundation, wa
{Hoapital) hereby affirn & scceplt following:
1] that we neliher are presenily nor will in future avall of financial assistance from anolher NGO or any other source, for the same patient/cass, s we Bre
ranuesting to gel from Koshiks Foundation, to the extent that such assistance is granied by Koshiks Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then (he Hospital reserves il's right io make up the shorifall from another NGO or any other source, This
eonfirmation essentially states that tha Hospital will not avail any duplicete assistance for the same patlenl/cass from any oiher NGO or any othar source.
2} The sesistance from Koshika Foundation is only financhal In neture. The choloe of the ireatment/procedure advised/conducied by the Hospiial on the
patlent, is based on the arangement betwean the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assuma solz & complete responsibifity of the ireatmant & it's outcome & safety of the patient, and Koshika Foundallon will have ro role or responsibiity
In tha matter,
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