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DECLARATION by APPLICANT. = 7m s

11| heraly conlirm that alf details n this Form are True o e best ol my knowledge. Any false statement wil rander my Application & ongoing assistance, if any,
liable for reection/cancellation

2} | splemaly confirm that assistance, if recevid from Koshika Foundation, will bo e only for the "purpose”, as stated in this Form, for which such assistance

wiid requestod by me

3} | hereby confirm hat | have not & will nat in futire, gvail of reimbursement, in part or in full, from any ather sourcelemployerinsurance company, of the amaunt

for which tHis assistancs s reguested,
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AGREEMENT by APPLICANT (s @1 i) .

11 By athmmg my signature or thumb impression on this Farm, | (Applicant) hersby agrea & authorise Koshika Foundation and s Trustees 1o

usepLblshput-uplreproduce my nathe, address photo & details of the “purpose”, for which such assistanos s requestedigrantad, through any
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for whith astistznoe is being requested,

2] | (Applicznt) lurther agree thal any such use of my Name. address. pholo & detaits of the "purpose”. Tar which such assistance is requested/granted,

will not aulomatically entitle me for recelving or continuing the sald assisiance The decision lor granting and/or continuing the assistanoe will rest solgly
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AGREEMENT by HOSPITAL (e=am® @ =7m)
By affining bomunder signature of our Authonsed Signatary for recommending this case/patient for finsncial assistance from Koshika Foundation, we
(Hospita!) hereby affirm & acoepl fallowing:
Y} imal we neithir are presently nor will In futarn avadl of financia! assistance fram analter NGO or sy other source, for the same patlenticass, as we are
requesting 1o gat from Koshika Foundation, 1o the axtent thit such asslztance s granted by Koshiks Foundation. I the requested assistance is nol granted
ay Koshika Foundation, in parf or in full, then the Haspital reserves its right 1o make up the shortfall from another NGO of any olher source. This
confirmation sssentially states that the Hospital will not avail any duplicate assistance for the same patleniicass from any other NGO or any ather source
2} The assigtance from Koshika Foundation ks only financiat in mature. The cholce of the treatmenl/procedure advisedfeonductad by the Hospital on tha
patient, Is based on the armngemont between the patient & the Hespital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
asgume soi¢ & complete respansibility of the treatment & I's outcome & satfaly of the patient. and Koshike Foundation will have no role or responsibility
in thie mallee
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