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DECLARATION by APPLICANT. STiR T0 drmm ¥x:

1) | herety confirm ihat all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongaing assistanice, if any,
Iisbile: for relsctionicancallation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpase”, as stated In this Form, for which such sssistance
was saquesiod by ma

) | hereby confim tnat | have nol & will not in future, avall of reimbursemant, in part o in full, from any other source/employerinsurance company, of the amoun
Tor which this assmiance is requested
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1) By affixing my signatiera or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshiks Foundation and iI's Trustess 1o

usalpublish/pul-upiraproduce my name, address, photo & detads of the "purposa”, for which such assisiance is requastedigranted, through any

medium, Including but not imited to verbal, print, electronic, for sollciting donallons for Koshlka Foundation and/or disseminating information about it's

activiiesfachiovements. Such use of my phato & delsils can be made by Koshika Foundation betore or afier my treatmant or lulfilment of the *purpose®
for which assistance is baing requesiad,

2) 1 {Applicant) further agrea that any such use of my name, address, pholo 4 detalls of the “purpose”, for which such assistance is reguastedigranted,
will nat automaticaily entitie ma for recelving or continuing the said assistance. The decision for granting and/or continuing the assistancs will rest solaly
with the Trusiees of Koshika Foundation, and their decision is this regard will be fingl and acceptable 1o me.
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AGREEMENT by HOSPITAL (wemm gm i)
By affising heraunder, signature of our Authorised Signatory for recommending this case/palleni for financial assisiance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we nelther ane presently nor will in future svall of finencial essistance from ancthar NGO or any other source, for the same palientcase, oy we are
risdussting 1o get from Koshika Foundation, to the sxtent ihat such assisiance is granted by Koshike Foundation. If the requested assisiance js not grantad
by Koehika Foundslion, in parl or in full, then the Hospital reserves it's right lo make up the shartfall from another NGO or any other source. This
confirmation essantially states that the Hespital will not avall any duplicete assistance for the sama patient/case from any other NGO or any other sourca
2) The assistance from Koshika Foundation ks only financial In nature. The choloe of the treatmentprocedure advisedicanductad by the Hospital on the
patlent, i based on the amangement between the patlent & the Hospital, and is In na way Influenced by Koshika Foundation, Hence, the Hospétal will

aasume sole & complete rasponsitility of the treatment & I's outcome & safely of the patient, and Koshike Foundation will have no role o responsibliity
in {hs matisr,
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