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DEGLARATION by APPLICANT. SMe® BRI i 9x:
1] I'hereby confiem that ail detalls in this Form are True fo the best of my knowledge. Any false siatement will render my Application & ongaing assistance, If any,
liable for reection/canceliation

2} | salemnly confirm that assistance, i recelved fram Koshika Foundation, wil be used only far the "purpose”, as stalad in this Form, for which such assistance
was

by me
3) | heraby confirm 1h-a|l | have nat & will not in future, avall of reimbussemenl, in part or in Wll, rom any other sourcefemployarfinsurence companty, of the amount|
for which this assistence is requeested,
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AGREEMENT by APPLICANT | ses g %)

1) By affixing my signature of thumb impression on this Form, | {Applicant) hereby agroe & aulhorise Koshika Foundafion and it's Trusiees o
use/publish!pul-upireproduce my name, address. photo & detalls of the “purpase”, for which such assistance Is requested/granted, through any
medium, including bul nod imited 1o warbal, print, elecironic, for soliciling denaticens lor Koshika Foundation andlor disseminating informatien abaul it's
sotivities/zchisvemants. Such use of my photo & details can be made by Koshika Foundation before or-affer my treatment or fulliiment of the “purpose”
for which assistance Is being requesiad,

21 | (Applicant) furthar agree that any such use of my name, address, photo & detalls of the *purpose”, for which such assisiance |s requested/granted,
will nal automatically entille me for fecelving or cantinuing the said assistance. The dedsion for granting andfor continuing the sesistence will rest solely
with tha Trustees of Koshika Foundation, and thair decislon is this regard will be final and accepiable to me.
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AGREEMENT by HOSPITAL (¥wmm gm %)
By alfizing hareunder, signature of our Authorised Signalory o recommending (his casa/patient lor financial assistance from Koshika Foundation, we
{Hospital) ereby affitm & accept following:
1} thist we neliher ars presently nor will in fulure svall of Bnancial assistance from snother NGO or any other source, for the same patlenl/case, as wa am
requesling to gel from Koshika Foundation, to the axtent that such assistance is granted by Koshika Foundation, If the requesied assistance i not granted
by Koshika Foundation, In part or in lull, then the Hospital reserves It's right to make up the shorifall from another NGO or any other saurce. This
confirmation essantlally statas that the Hospital will nat aveil any duplicate assistance for the same patienticase from any olthar NGO or any other source
2} Thia assistence from Koshika Foundation is eniy financial in nature. The choice of the reatment/procedure edvised/conducted by the Hospital on the
patient, is based on the arangsmant batwean the patiant & the Hospital, and i in no way influsnced by Koshika Foundation. Hanca, the Hospital will

sasuma solbs A complete responsibililty of the ireatmenl & I's outcoma & salely of the patient, ond Koshiks Foundation will ave no role or responsibility
in ifse matier.
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