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DECLARATION by APPLICANT: 5= GRI e wa:

1} | hereby confirm that 84 details in this Form are True to the best of my knowledge, Any false statemant will render my Application & ongoing assisiance, I any,
liable for rejaction/canceliation

2} | solamnly confirm that assistence, If recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was requasied by ma.

3} 1 hereby confirrm that | have not & will not In future, avail of reimbursement, in part of in full, from any other sourcefemployerinsurance company, of the amount.
for which this assistancs is requastad
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AGREEMENT by APPLICANT (saew gm #1)

1} By affixing my signalure or thumb impression on this Form, | [Applicant) hereby agree & authorise Koshika Foundalion and if's Trustees o
useipublish/pul-up/reproduce my name, address, phoio & details of the “purpose”, for which such assistance is requested/granted, through amy
medium, Including but nat fimited to verbal, print, electroniz, for soliciing donations for Koshika Foundafion andlor disseminating information aboul It's
aclvities/achiovemants. Such uss of my photo & detsils can bs made by Koshlka Foundation befors or after my trestmant or fulfiimant of ihe *purposs”

for which assistance s being requested.

2) | (Apphcant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance is requestadipraniad,
will pot sulematically entitle me for roceiving or continuing the said assistance. The decision fof granting andfor continuing the sssistance will rest solely
with the Trustees of Koshika Foundation, and their declshon is this regard will be final and acceptable o me,
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AGREEMENT by HOSPITAL (werms g &)
By affixing havaunder, signatwe of our Authorised Signatary for recommaending this case/patlent for financial assistance from Koshika Foundalion, we
{Hospital] hereby affim & accept lollowing:
1) thet we reither are presently nor will in fulure avall of financial assistance from another NGO or any other source, for the same petienticase, as we ore
tequesting to gl fram Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or bn full, then the Hosplial reserves i's right 1o make up The shortfall from another NGO or any other source. This
confirmation essanfinlly states thal the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source
2) Tha assistance from Koshika Foundalion is only financial In nature, The cholee of the treatment/procedure advised/canducted by the Hospital on the
patiant, ks based on the arrangement befwesn the patient & the Hospital, and is in no way influsnced by Koshiks Foundation. Henca, tha Hospital will

aseiima sole & complels responsibiity of the treatmant & it's cutcome & safety of the patient, and Koshiks Foundation will have no role or responsibility
in tha matter.
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