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| DECLARATION by APPLICANT. st o wiwew ww:
1)1 hareby confirm that & ditaite in this Form are True 10 the best of my kiowiedge. Any lalsa staterment will render my Applcalion & ongoing assstance, f any,
lisbie for rejection/canceliation.
| 2) 1 solemnly confirm that sssistance, il recalved from Koshiks Foundation, will be used only for the “purpose”, o staled |n this Form, for which such assstance
wis requesied by me

3) 1 haroty conlfirrm hlﬂlamml & will nod b fubure, mvad of resmbursement, in pan of in lull, from any olhes source/employerfinsurance company, of the amouni
for which this sesisiance is requested.
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AGREEMENT by APPLICANT (sries gm0 %07)

1) By afixing my signalure or thumb Impression on this Form, | {Applicant) hereby sgree & suthorise Koshiks Foundation and B's Truslses lo

usaipublshipul-upreproduce my name, address, photo & detalls of the “purpose”, for which such assistance is roquosiedigranted, Mraugh any

madium, including bul nol limiled Lo varbal, prinl, slectronic, for soliciling donations for Koshiks Foundalion andior disseminating information aboul it's

activilios/achisvements. Such use of my pholo & detuils con bae made by Koshika Foundalion bofors or after my Ireatment of fulfiiment of the "purpose”

for which assisiance s baing reguesiod.

2) | {Applicant) further agroe thal any such use of my name, address, photo B dalalin of the "purpose”, for which such ansislance is reguestedigranied,

will not altomatically entitie me for receiving of continuing the said assistance. The decision fior granting andior continuing the assistance will rest solaly

with {he Trustees of Koshika Foundation, and their decision ks this regard will be final and acceplabile o ma.
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AGREEMENT by HOSPITAL (wwmmm gm wam)

By affixing hetaunder, i of our Authorised Signatory for recommending Ihis casa/patient lor financinl sssisiance from Koshiks Foundabon, wo
{Hospital) heraby affirm & pccept folipwing:
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reguEsting to ged fram Koshika Foundation, io the extent thal such assistance ks granied by Koshika Foundation, If ihe requesied pasistance is nol granied
by Koshika Foundation, in pert of in full, then tha Hospital reserves it's right to make up the shortfall from another NGO or any othar source. This
confirmailon sssentinlly siaies that the Hosplisl will nol avell any duplicate sssisisnce for the same patleni/cese from any oiber NGO or any other sourte
2) This sssistance from Koshika Foundation is only financial in nature. The choice of the treaimentiprocedure advised/conducted by the Hospital on the
patieni, ls based on the arrangemant batwesn the pathent & the Hoapital, snd Is in no wiry Influsnced by Koshika Foundation. Hernce, the Hospital wil

nssume sole & complets responsibility of the reatmant & it's outcoma & safety of the patient, and Koshika Foundation will have no role or responsibility
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