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DEGLARATION by APPLICANT: STHe TR = :
1) | hereby confirm (hat all detads in this Form are True o the best of my knowledge, Any false statermanl will render my Application & ongoing asslstance, if any,
It for repctionicancediation.

2] | splemnly confitm that assistonce, if recedved from Koshika Foundation, will be used only for the “purpose”, as stoted in this Form, Tor which such assistance
was requestad by me

3) | hasetry confirm (hat | kave not & witl not in future, avail of rembursement, in pan or in fll, from any ather source/employerinsurance company, of the amount
f{or which this assstance is requesied
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AGREEMENT by APPLICANT (smes g =)

1) By affiing my signalure or thumb impression on this Form, | (Applicani) hereby agree & aulhorise Koshika Foundation and it's Trustess o
usaipublsh/put-upireproduce my name, address, photo & detaits of the “purpose”, for which such assistance is requestedigranted, through any
medium, Including bt not imited fo verbal, print, etectronic, Tor soliciiing donations for Koshike Foundation andfor dissaminating Information about IU's

aciivitiesfachimmmants. Such use of my phato & detalls can be made by Koshika Foundation balore of after my reatment or lulfiment of the “purpose”
for which assiatance 1S being requesied.

2) | jApplicant) further egree that any such use of my name, address, photo & datalls of the "purpose”, Tor which such assistance is requestedigranted,
will net auiomatically enfitie ma for recaiving of conlinuing the said assistance. The dadsion lor granting andfor continuing the assistance will rest solely
with tha Trustess of Koshika Foundation, and their dacision is this regard will be finai and acoepiabie o me.
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AGREEMENT by HOSPITAL (wromd g &%)
By affixing hereundar, signaiure of our Authoriged Signalory for recormnmanding this casedpalisnt for inancial assistance from Koshika Foundation, we
(Hospitsi) haraby alfirm & accept following:
1) that we neliher are presently nos will in future avall of financial assistance from anofher NGO or any other source, for the same patient/'case, as we are
requesting to get from Koshika Foundation, to the exient thal such assistance is granted by Koshika Foundsation. If the requested assistance is nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves s right o make up the shortfall from snother NGO or any other saurce. This
confirmetion esssnlially slates thal the Mospital will not avail any duplicata assisiance for the same pallant/cass from any other NGO or any other source.
2} Tha assistance from Koshika Foundation is only financial In nature, The cholce of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arangement batwesn the patient & the Hospital, and s in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & if's outcoma & safety of the patient, and Koshiks Foundafion will have na role or responsibllity
in the matiar,
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