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DECLARATION by APPLICANT, STHS% B0 S/om

1) | hereby confirm that all detalls in this Form are True to the best of my knowledge. Any lalse statement will render my Application & ongoing assistance, If any,
llsble for rejection/cancetiation.

2} | sodemnly condirm that assistence, if received from Koshika Foundation, will be used anly for the “purpose”, as statad in this Fomm, for which such assistance
was requested by me,

3) | hesrestay confinm that | have nol & will not in future, avail of reimbursement. in pan or in full, from any other sourcefemployer/insurance company, of the smount
for which this essisiance is requested
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AGREEMENT by APPLICANT ( smitts g0 %1

1} By affizing my signature or thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundatlon and If's Trustees 1o

use/publish/pul-upireproduce my name. address, photo & delails of the “purpose’, for which such sssistance is requested/granted, through any

medium, including but not imited to verbal, print. elestronie, ler soliching donatiens for Keshika Foundation andior disseminating information about it's

attivities/achiavements. Such use of my photo & details can be made by Koshlka Foundation before or after my treatment or fulfiiment of the “purpose”
for which assistance = baing requesied.

2) | (Appkicant) furher agree that any such use of my name, address, phalo & datsils of the “purpose”, for which such essistance |s requestadigranted,
will nat automatically enlitle me for recelving or conlinuing the said assistance. The decision for granting and/or eonfinuing the assistance will resi solaly
wilth tha Trustses of Koshika Foundation, and thair decizion ke this regard will be final and accepltable o me.
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AGREEMENT by HOSPITAL (wemma §m =)
By affixing hereunder, signalure of our Authorised Signatory for recommanding this casafpatient for financial assistance from Koshika Foundation, we
{Mospital) hereby afirm & accept foliowing:
1) that we nsither are presently nor will in future avall of finenciel sssistance from ancther NGO or eny other source, for the same patient'case, as we ame
requesiing o gel lrom Koshika Foundation, o the axtent that such assistance is granted by Koshika Foundation. If the requasted assisiancs is nol grantad
by Koshlks Foundation, In par or In full, then the Hospital reserves it's right to make up the shorttall from another NGO or any other source, This
confirmation sssenilally states thal the Hospital will nol evall any duplicels essistance for the sama patient/cass from any olher NGO or any other source,
2) Tha assistance from Hoshika Foundation is anly financéal in nature. The cholce of the treatment/procedurs advised/zonducted by the Hospital on the
patent, is based on the amangeament batween the patient & the Hospilal, and is in no way influsnced by Koshika Foundation. Henca, the Hospital will
nmnnm & complete responsiblity of the treatmant & Ii's cutcome & safety of the patlent, and Koshike Foundation will have no role or responsibility
in he matter.
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