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DECLARATION by APPLICANT: Siss 5/ st 1.

1) | horekry sonfirm fhat all detalls |n this Form are Trua ta 1he best of my knowledge. Any fafso statomant will render my Application & ongong esmstance, i any,
linble for reechioa/canceilation, )

21| sodesrmly confirm that sssistance, || recelved from Koshika Foundatian, will be usad only for e “plrpess”, a5 statid in this Foam, for which such assistance

wias reguested by me.

3} 1 hareby confirm that | have rot & will not in future, avail of reimbursement, in part of in hull, from any other sourcalemployerdingurance company. of the amount
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1) By aftiiing my sighature ar thuimb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and it's Trustees 1o

U piblish pul-upiieprodyce my name, addrexe. photo-& detalls of the *purpose”, for which such assislange is requestedigranied, through any
modium, including but nal limited (o vethal, print, electronic, for soliciting donations for Koshika Foundation and/ot disseminating Information about if's
aclivies ponevaments Such so of my photo & details can be msde by Koshika Foundation before ar aflar my treatmant of fulfiiment of the "purpose”
fior which assislance |s baing reguested,
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will not aulomatically entifis me for receiving or continuing fhe sad assistance. The decision for granting andiar confinuing ihe essistance will rost solily
with the Trustees of Koshika Foundation, and Iheit declsion |s this regard will be final and accaplable to me
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AGREEMENT by HOSPITAL (wrgams g &)
By sffiing hereunder. signatur of our Alfhorised Signatary for recommending this casefpatient for financial assistance from Koshika Foundation, ws
{Heapital) hareby affirm & sgoept Tolowing:
1] that we neithar are presently nor will in fulure avai ol finandal assistance from another NGO or any other solircs, for the some palient/case, 48 We arg
requesting 1o gat from Kashika Foundation, (o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Kashika Foundstion, in part or in Wll, then the Hosphtal reserves (s ight o make up the shortfall from anothsr NGO or any ather scurce. This
confirmation essantially states that the Hospital will not avail any duplicate assistance for the same pallent/case from any other NGO or any othar source
2 The sssstance from Kozhikas Foundation is only financial in nature, The choice of the treatmentiprocedure advisedicanducted by the Haspital on the
palient, is bassd on the arangament batwean the pafient 8 the Hespital, and is in ne way influenced by Koshika Foundation Mence, the Hospital wil
assump sole & complets responsiblity of the trestmant & it's outcome & safety of the patient, and Koshike Foundation will have na role or responssbifity
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