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DEGLARATION by APPLICANT: =Es® A1 9 w5

1} 1 sty confinm that sl detads in this Form are True o the best of my knowledge. Any falee staloment will render my Application & ongeing assistance, If any,
lisbie for reisction/cancslation

2} | solemnly confirm that assistance, f recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
wiaa requesisd by me

) 1 hereby vonfirm that | have not & will nat in future, avail of reimbursement, in part or in full, from any other sourcelsmployerfinsurance company, of fhe amount
for which this assistancs & requesied.
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1) By affizing my signaturs or thumb impression on thie Form, | (Applicant) hareby agres & authorise Koshika Foundation and i's Trustess to
usa/publiEhput-upireproduce my name, address, photo & delsils of the “purpose”, for which such assistance is requested/granted, through any
medium, Including but not limited fo verbal, print, electroniz, for soliciting donatlons for Koshika Foundation and/or disseminating information about It's

activitisslachiovements, Such use of my photo & details can be made by Koshiks Foundation before or afier my treatment or fulfitment of the ‘purpase”
for which assistance is being requested.

21 | [(Applicant) further agree that any such uze of my name, address, photo & detalls of the "purpose”, for which such assistance is requestedigranted,
will ot automalically entite ma for receiving or continuing the said assistance. The decision for granting andior confinuing Ihe assistance will rest solohy
wilh the Trustess of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥wis g0 %)

By affixing hereundar, signature of our Authorised Signatory for recommanding this casa/patient for financlal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accepl foliowing:

1) ot we neliher are presently nos will in future avall of financial assisiance from another NGO or eny other source, for the same patient’case, s we are
requesting to gat from Koshika Foundation, 1o the sxtent thal such assislance is granted by Koshika Foundation. If the requested assistance & nol granted
by Keshika Foundation, in part or in full, then the Hospital reserves it's right lo make up the shorifall from another NGO or any other source. This
confirmation essentially stales that the Hospital will not avall any duplicate assistance for the same patient/cese from any othar NGO or any other sourcs.
2) Tha assislance from Koshika Foundallan is only financtal in natura. Tha choloa of he treatment/procedure advised/canductad by the Hospital on the
patiant, is based on the ermengement between the patient & the Hospital, and is In no way influsnced by Koshika Foundation. Hence, the Hospital will

assiuma sole & complete responsibility of the treatment & it's outcome & safiety of the patient, and Koshika Foundation will have no role or responaibllity
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