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DECLARATION by APPLICANT: SRETH @0 Sivn 7a:

1] | hereby confirm that Bl details in this Form are True to the best of my knowiedge. Any false statement will render my Application & ongoing assislance, If any,
fiable for repection/canceliation

2} | solemndy confirm that assistance, It recalved from Koshika Foundation, will be wused only for the “purpose”, &6 stated in this Form, for which such assistance
was requasied by ma.

) | hereby confirm that | have not & will nat in future, avall of reimbursement, In part or in lull, frem any other sourcalsmployer/insurance company, of thea amount
for which thils essistance is reqguesiad
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AGREEMENT by APPLICANT {334 g wa)

1) By affising my signalure ar thumb impression on this Form, | [Applicant) hereby agree & authorse Koshike Feundation and it's Trustess to
use/publishipul-up/reproduce my name, address, pholo & dalails of the “purpose”, lor which such assistance |8 requesied/granted, through any

madium, including bul not limied 1o verbal, print, electronis; for soliciting donations for Koshika Foundation andior disseminalting information sbout It's

aclivitiesiachiovemenis, Such use of my photo & detalls can be made by Koshika Foundation before or afier my ireatment or fulfilment of the “purpose”
or which assistance is being reguesiod.

21| iApplicant) further agree that any such use of my nama, address, phato & detalls of the “purpose”, for which such essistance is requestad/granted,
will not autamnatically entitle me for receiving or conlinuing the said assistance. The decislon for granting andfor continulng the sssistance will rest solaly
with tha Trustess of Koahika Foundation, and their decision is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (¥ g %)
By affixing hereunder, signature of our Authorsed Signatory for recommending this casalpatiant for finencial assistance from Koshika Foundation, we
{Hospital) hareby affirm & acoept lolkawing:

1} thast wa nelther ere presently nor will In future evail of fmancis! assistance from another NGO or any other source, fof the same patieni/case, as we are
requesting to get from Koshika Foundation, to the sxtent that such assistance (s granted by Koshika Foundation. If the requested assistance is nol grantad
by Koshika Foundation, in part or in full, then tha Hospital reserves it's right to make up the shortfall from enother NGO or any other source, This
confirmation essentislly states that ihe Hospital will not avall any duplicate assistance for the same patient/case from amy othar NGO or any other source.
2} The assistance from Koshika Foundation s only financial in nature. The chaice of the treatment/procedure advised/canductad by the Hosplial on the
pafienl, I8 based or the arrangement betwesn tha patient & the Hospital, and I in no way Influsncad by Koshika Foundation. Henca, the Hospital wil

sssume sole & complate responaibility of the treatmant & If's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matier
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