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DECLARATION by APPLICANT. ses ol 5 w3

11 | hereby confinm that sl details in this Form are True o the best of my knowledge. Any false stalemeni will render my Application & ongoing assistance, I any,
limble for refaction/canceliation

2} | solemnly confirm that assistance, il recelved from Koshika Foundation, will be used enly for e “purpoee”, as stated in this Fomm, for which such assistance
waa requesied hy me.

3} hereby confirrm that | have not & will not in future, avail of resmbursemant, in pat of in full, from any other sourcalemployerfinsurance company, of the amount
for which this aseistanon i mqgueried
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AGREEMENT by APPLICANT ( swiem gm w1

1) By offixing my signatura of thumb impression on this Form, | (Applicant) horeby agree & authorise Koshika Foundation and If's Trustees to
uzalpublih/put-upireproduce my name, address. photo & details of the “purpose”, for which such assistance |s requestadigrantad, through any
medium, including but not imiled to verbal, print, electronie, for soliching donatlans for Keshika Foundatlon and/or disseminating Information aboul it's
activitiea/achisvamants, Such use of my photo & detsils can ba mede by Koshiks Foundation before or after my lreatmant or fulfilmaent of the “purpass”
for which assistance is being requesied.

2} 1 (Applicant} further agrea that any such use of my nama, address, pholo & delsils of the “purpose”, for which such assistance is requested/granted,
will net auemalically entitle me for recelhing or continuing the said assistance. The decision for granting andior continuing the asslstancs will rast solaly
with the Trustees of Koshika Foundation, and their decigion is this regard will ba fingl and acceptable to ma.
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AGREEMENT by HOSPITAL | weqmme g =)
By affixing hersunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, wa
{Hosplial) heroby affirm & sccept following:
1] that we nelther are presenily nor will in future avall of finencial gssislance from another NGO or any olher source, for the same petient/case, as we are
requasting io get lom Koshiks Foundation, to the extent that such assistanca is granted by Koshika Foundation, If the requested assistanca is not granied
by Koshika Foundation, in part or In full, then ihe Hospital reserves i's right 1o make up the shortfall from another NGO or any other source, This
confirmation essantially states that the Hospital will not avail any duplicats assistance for the sama patient/cass from any olher NGO or any othar source.
2) The assistance from Koshike Foundation is only financial in neture. The cholce of the treatment/procedure advised/conducied by the Haspital on the
patiant, in based on the arrengement betwaen the patiant & the Hospilal, and s in no way influanced by Koshlka Foundation. Hence, the Hoapital will

seeuma sola & complele responslbility of the treatmant & I'e oulcome & safety of the patient, and Koshiks Foundation will have no role of responsibiiity
in thie mttar.
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