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DECLARATION by APPLICANT. wiRs B/ dmw ws:

1) | harebry confinm that &l detads in this Form are True 10 the best of my knowledge. Any false statement will rander my Application & ongoing assistance, If any,
limbde for refectionicanceliotion.

2} | eolemnty confirm fhet assistance, If received from Koshika Foundation, will be used only for the “purposa®, as stated in this Form, for which such assistance
wan requesiad by ma,

F) 1 hereby confitm that | have rol & will not in future, avail of reimbursement, in part or in full, from any other sourcefemployaninsurance compary, of the amount
for which this assistance & queatad
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AGREEMENT by APPLICANT ( s g ®m)

1) By affixing my signatura or thumb impression on thie Form, | (Applicant) hareby agree & authorisa Koshlka Foundation and If's Trustees 1o
usalpublish/pui-updrepmduce my name, address. phato & detsilts of the “purpose”, for which such assistance is requesiedigrantad, through any

medium, Including but not limited to verbal, print, slectronic, for soliching donallons for Koshika Foundation and/or disseminating Information about t's

activites/schisvemants. Such use of my photo & detsils can be made by Koshiks Foundation befors or after my treatment or lulfiiment of the “purposa”
for which assistance i being requested.

2) | {Appiicant) hurther agree thet any such use of my name, address, phalo & detalls of the “purpose”, for which such assisiance Is requestedigranted,
will nat automatically enlitle me for recelving of conlinuing the said aesistance. The dedision for granting and/or confinuing the assistance will rest solsly
with the Trustees of Koshika Foundation, gnd thair decision is this regard will ba final and acoepiable o me.
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AGREEMENT by HOSPITAL (wesa g/ =)
By afflaing hevaunder, signature of our Authorised Signalory for recommanding this casa/patiant for financlal aselstance from Koshika Foundation, we
{Hospitzl) heseby affirm & accept following:
1} that we neliher are presenily nor will in future avall of finencisl assistance from anciher NGO or any other source, for the same patlnticase, Bs we are
renuesting i get from Koshika Foundation, to the extent that such sssistance is granted by Koshika Foundation. If the requasted assistance is not granted
by Koshika Foundation, in part or in full, then (he Hospilal reserves it's right lo make up the shorifall from another NGO or any other source, This
confirmation essentially alates thal th Hospital will not avail any duplicate assistance for the same patient/cass from any other NGO or any other sourca.
2) The assistance from Kashika Foundation is only financial In naiure. The choloe of the ireatmentiprocedurs advisediconducted by the Hospital on ihe
pathant, ks based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshike Foundation, Hence, the Hoapital will
assume sole & complate responsibility of the ireatmant & it's outoome & safaty of the patient, and Koshike Foundation will have no role or responsibility
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