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DECLARATION by APPLICANT: Spes B Smom w3:

1JImemMIlldﬁ:hMmeeTm to the best of my knowledge. Any false statement will render my Application & ongoing assistance, If any,
lkabie for r

2} | sotemnly confirm that sssistance, if recelved from Koshika Foundation, will be used only for the “purpose’, as stated n (his Form, for which such assistance
was requesied by me.

3} 1 herety confiem thal | have not & will nat In fulure, avall of reimbursemant, in part o¢ in full, from any other sourcelemployer/insurance company, of the amount
for which this assictance is reqoeied.
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AGREEMENT by APPLICANT | rms g 1)

1) By affixing my ‘signaturs or thumb impression on this Form, | (Applicant) kereby sgree & authorise Koshika Foundation and If's Trusizes 1o
usafmublish/pul-upireproduce my name, address, photo & detsils of the “purpose”, lor which such assistance |s requestedigranted. through any
medium, including but not imited to verbal, print, electronlc, for soliclting donatlons for Koshika Foundation and/or disseminating information sbout it's

activited/ackisvemenis, Such use of my phato & detsils can be made by Koshika Foundation before or after my treatmant or fullilment of the *purposs”
for which assistance is being requesiod.

2) | (Applicant) furthar agrea that any such use of my name, address, photo & details of the *purpose”, for which such assistance |s
will el Bulematically entitle me for recalving or continuing the said assistance. The decision for granting and/or continuing the assistance will I'Hlll:ﬁaiy
wilh e Trustess of Koshika Foundatkon, and thelr dectsion s this mgard will be final and acceptable i me.
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AGREEMENT by HOSPITAL (7&med EM %T0)
By affixing hereunder, signature of our Authorized Signaltory for recommending this case/patient for financlal assistance from Koshika Foundation, we
(Hospital) hereby affirm & scoep! following:

1) thal we nidther are presently nor will In fulure avall of financial assistance from anolher NGO or any other source, lor the same patlenticase, a8 we are
requesting to gel from Koshika Foundation, fo the extent thal such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Keshika Foundation, in part o in full, then the Hospital reserves it's right lo make up fhe sharifall from ancther NGO or any ather sourca This
confirmation sssentisily states thal he Hospital will ol svsil any duplicsls essistanos for the sama patient/case from any other NGO or any ather source
2) The assistance from Koshika Foundation ks only financial in nature, The cholce of the treatment/procedure advisediconducted by the Hospltal on the
patlent, (s based on the arrsngemant between the pathent & the Hospital, and 5 in no way Influsnced by Koshiks Foundation. Henca, tha Hospital will
assuma sole & complate responsibility of the freatmant & it's outcoma & safsty of the patient, and Koshika Foundation will have no role o responsibility
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