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DECLARATION by APPLICANT: TR 0 Swe ¥¥:

1) | hereby confirm that all detalls in this Form are True fo the best of my knowledge, Any false statement will render my Application & ongoing assistance, If any,
liabie for rejecticnicancaiation.

2) | solomnly confirm thal assistance, if received from Koshika Foundation, will be used onty for the “purpose”, a6 stated in this Form, for which such sesisiance
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3) | hereby confirm that | have not & will not in future, avail of reimbursement, [n part or in full, from any other sourcelemploysrinsurants company, of thi amount

for which this assistancs is requested
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AGREEMENT by APPLICANT (wmew g0 %)

1} By affuing mysignature or thumb impression an this Form, | (Applicant) heraby agree & authorise Koshika Foundation and it's Trustess o

usa/publish/put-upireproduce my name, address, photo & details of the "purpose’. for which such assistance is requested/granted, throuegh any

medium, Including but not limited to verbal, print, electronic, for solicifing donations for Koshika Foundation andlor disseminating information abeut iU's

aclivitiesfachigvemsanis. Such use ol my photo & details can be made by Koshika Foundation before or afer my treatmant or fulliment of the "purpose”
for which assistance is being requested.

2) | [Appiicant) lurther agree that any such use of my name, address, pholo & detalls of the “purposs”, for which such assislance is requesied/granted,
will ol sutomatically entitie me for receiving or confinuing the said assistance. The decision for granting and/or conlinulng the essistance will rest solsly
with the Trustess of Koshlka Foundation, and their decision is this regard will ba final and acceptable 1o me.
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AGREEMENT by HOSPITAL (wisms gm %)
By affixing hereunder, signature of our Authorised Signatory for recommending this caselpatient for finencial assistance from Koshika Foundation, we
(Hospitat) hereby affirm & acoept foflowing:
1} thiat we nolthar are presently nor will In future avall of firancial asslstance from another NGO or any other source, for the same patient/case, as we are
requesting 1o get from Koshika Foundation, to the extent that such assistance is granted by Koshiks Foundation. If the reguested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospltal reserves It's right to maka up the shortfall from another NGO or any other source, This
confirmation essentially states thet the Hospital will not avail any duplicate sssistance for the same pelienticass from any other NGO ar any other sourcs.
2) The assistance from Koshika Foundation is ondy financial in nature, The choice of the tresimentiprocedure advised/iconducied by the Haspltal on the
patieni, |s based on the arrangement betwean the patient & the Hoepital, and s in no way influenced by Koshika Foundation, Henca, the Hospital wil

agsume sole & complete respongibifity of the treatment & IU's outcoma & safety of the patisnd, and Koshika Foundation will have no role or responsibility
in thi makier,
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