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DECLARATION by APPLICANT. SETS B Sy v

1) | herety confinm that 8l details In this Form are Trug 1o the best of my knowledge. Any {alse stalemant will render my Application & ongoing assistance, If any,
limble for rejeclionicancelistion.

2) | salemnly confirm that assistance, If recefved from Koshika Foundation, will be usad only for the “purpose”, as stated in this Form, for which such assistance

wia mguested by ma.

3} | hereby confirm that | havae net & will nat in future, svail of reimbursament, in part or in full, from any other sourcelemployerfinsurance comparny, of the amaount

for which Ihis assistancs is requesisd.
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AGREEMENT by APPLICANT (siircs 1 %)

1) By affining my signatura of thumb impression on ihis Form, | [Applicant) hereby agree & authorise Koshika Foundation and it's Trusioes o
usa/publish/put-upireproduce my name, address; photo & detalls of the “purpese”, for which such assistance is requestedigranted, through any
medium, Inchuding but not limited to vertal, print, electroniz, for soiiciing donatkons for Koshika Foundation and/or disseminating information about it's

activitieslachiovemnents. Such use of my pholo & detalls can bs made by Koshika Foundation bafore or after my reatmant or fufilment of the *purpose”
fizr which assisiance s baing requested.

Z) | [Applicant) futthar sgrea that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance |s reguested/granted,
will nol autemalically entite me for receiving or continuing the sald sssistance. The dectsion lor granting andlor conlinuing the assistance will rest solely
with the Trusiess of Koshika Foundation, and their decision is this regard will be final and acoceptable o me.
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AGREEMENT by HOSPITAL (wrwem EM %)
By affixing hereunder, signatune of our Authorised Signatory for recommending this case/patlent for financial assistance from Koshika Foundstion, we
[Hospital) hereby affirm & accept following:
1) thal we redther are presently nor will i future avall of financial asshdance from snother NGO or any other source, for the same palienlcase, as wa are
requesting ko gel from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not grented
by Koshika Foundation, In part or in full, then ihe Hospital reserves it's right lo make up ihe shortfall from another NGO or any other sourcs. This
confirmation assantiaily statas thal the Hospitsl will not avail sny duplicate assisiance for the seme patienlicass from sny other NGO or any othar sourcs
2} Thas assistance from Koshika Foundation is only financlal in nalurs, The cholce of the treatment/procedure advisedicanducted by the Hosplial on the
patient, is based on the srrangement betwean the patbant & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will

sesums sole & complets responsibiity of the treatment & it's cutcoma & safety of tha patien!, and Koshika Foundation will have no rale o respoansibility
in the matier,
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