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DECLARATION by APPLICANT. SiwE g shnm

1) | heraty conliern that ai details in this Form ane True 1o the best of my knowledge. Any false statement will render my Application 4 ongoing assistance, f any,
liabsle for rejection/cancelation.

2) | salemnly confirm that essistance, i recetved from Koshika Foundation, will be used only for the “purpose’, as stated in this Form, for which such assistance
wat requesisd by ms.

3) | haretsy condirm thal | have not & will not in future, avail of reimbursement, i part o in full, from any other source/employerinsurance company, of ihe smount
for which his assietonca is requested
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AGREEMENT by APPLICANT (sites g/ wm)

1} By aflixing my sigralure or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and II's Trustees lo
usal/publishiput-up/reproduce my nama, address, photo & datais of Ihe “purfose”, for which such assistance s requestedigranted, through any

mmdium, including but not limited 1o verbal, print, electronic, for soiiciing donations for Koshika Foundation andior disseminating information about It's

pitivitiesfachievemenlts. Buch use of my pholo & detalls can be made by Koshika Foundation bafore or after my treatmant of fulfilment of the *purpose’
for which assistsnce s baing requestad.

2) | |Applicant) furthar agree that any such use of my nama, address, photo & dotalls of the "purpose”, for which such assistance |s requestedigranted,
wili nol autematically entitie me for recaiving of continuing the said assistance. The decision lor granting andfor confinulng the assistance will resi solaly
with tha Trustees of Koshika Foundation, and their degision is this regard will be final snd sccaptable (o me.
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AGREEMENT by HOSPITAL (wemms g0 #F)
By affixing hereundar, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby atfrm & accept following:
1) that wa neither are prasantly nor will in future avall of financlal asslstance from snother NGO or any other source, for the same patlenticass, as we are
requesting 1o gel from Koshika Foundation, to the extent that such essistence is granted by Koshika Foundation. If the requested essistance is nol grantad
tay Kaoshlka Foundation, i part or n full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmailon essanfislly states thal Ine Hospital will not gvall any dupliceie essistance for the same patienticasa from any other NGO or any other sowrce.
2} The assistznca from Koshika Foundation Is only financial in nature, The choice of the (reatment/procedure edvised/conducted by the Hospital on the
patiant, ls basad on the armangement batween (he patient & the Hospital, and I8 in no way Influsnced by Koshika Foundation. Henca, the Hospital will
nslhu:ﬂn sole & complele responsibility of the treatrment & it's outcome & safety of the patisni, and Koshliks Foundation will have no role or responsibiity
in {ve matiare
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