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DECLARATION by APPLICANT: ®F=% B Wi wa;

1) | hereby confirm that all detadls in this Form arg True to the best of my knowiedge, Aoy false statement will render my Aoplication & ongeing assistance, i any,
ibia for rajaction/cancaliation

2] | solemnly confirm that assistance, if recelved trom Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was fequastad by me.

3) | hesretry confirm that | nave net & will not in future, avail of resmbursement, In part or in full, from any other sourcalemphayerinsurance company, of the amount
for whlch thig aesistanos is requestad.
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1} By affaing my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and it's Trusiees in
uzeipublishiput-upireproduce my name, address, pholo & detalls of the “pumose”, lor which such assistance is requesied/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminating information about It's

activiiesfachievemenls. Such use of my pholo & deteils can be made by Koshika Foundalion belore or after my treatment or fulfiment of the *purpose”
fer which assisiance is being requesled.

21 | {Applicant) furthar agrae that any such uee of my name, address, pholo & details of the “purpose”, for which such assistance is requestedigranied,
will not sutematically entitle me for recebving or continuing the said sssistance. The decision for granting and/or continuing the assistence will resl solaly
with tha Trustees of Koshika Foundation, snd their decigion is this regard will be fingl and acceptabls 1o me.
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AGREEMENT by HOSPITAL (womm U %)
By alfixing hereunder, signature of our Autharised Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm B accepl lollowing:
1] that we nedher are presently nor will in future avall of fingncia!l assistance from anginer NGO or any other source. for the same patient/cese, a5 we sre
raquesting to gel from Koshika Foundation, Lo the extent that such assistance is granted by Koshika Foundation. If the requastad assistancs is nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves s right to make up the shorttall from another NGO or any other source. This
confirmation essentally states that tha Hospltal will not avall sny duplicates assistance for the sama patlent/case from any other NGO or any othar source.
2} Tha assistance from Koshika Foundation is only financial In nature. The cholos of the treatmentiprocedure advised/conducted by the Hospital on the
patiend, i based on the arangemenl between the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the freatmant & 1's outcome & safety of the patient, and Keoshika Foundallon will have no role or responsibiiity
in tha matter.
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