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DECLARATION by APPLICANT: 7es 0 o om:
1} heteby confirm nat all detalls in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, il any,
lintyle for repactionicancaltation

2) | solamnly confirm that assistance, if recewved from Koshika Foundation, will be used only for the “purpose’, as stated In this Form, for which such assistance
wiis requesied by me

) | harety confim that | have not & will not in kiure, avall of reimbursement, in part or in full, from any other source/empleyerinsurance company, of the amaunt
for which s assmiance is requested
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AGREEMENT by APPLICANT | smew g W)

1) By affixing my signature or thumb impression on this Form, | (Applicani) heraby agree & aulhorise Koshika Foundation and it's Trustees o
usepublishipul-up/reproducs my name, address; phalo & detads of the “purposs’, for which such assistance is requestad’granind, through any
madium, Inchuding but not limited 1o verbal, print, electronic, for sollcifing donations for Koshika Foundatlon and/or disseminating Information about It's
aclivitiesizchievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatmant or fulfilmant of the “purposa”
for which assistance ks baing requesied.

2) | (Applcant) further agree that any such use of my name, address, pholo & details of the “purpose”, far which such sssistance is reguested/granted,
wiil not automatically entille ma for receiving or conlinuing the said assistance. The decision for granting and/ar continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is this regerd will be final and acceplabla to ma.
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AGREEMENT by HOSPITAL (wae B0 %)

By afiwing hareunder, signature of our Authorised Signalory for recommending this case/patient for finencial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1] thnt we neliher are presently nor will in future avail of financial assistance from another NGO o any other source, lor the same patienticase, as we are
requesting to get from Koshika Foundation, o the exiant thal such assistance is granted by Koshika Foundation. If the requeslad assistance 18 not grantad
by Koshlkas Foundslion, in part or in full, {hen the Hospital reserves il's righl to make up the sharifall from another NGO or any othar source. This
confirmation essenflally states that the Hospital will not avall eny duplicate assistance for the same petienticasa from any olhar NGO or any other source
2] Tha asslsiance from Koshika Foundation is only financial in nature, The cholce of the ireatment/procedure advised/conducted by the Hospital on the
pathant, is based on the amangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complete responsibility of the treatmant & I's outcoma & safety of the patient. and Koshika Foundatlon will have na role of rasponsibifity

in the mattes.
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