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DECLARATION by APPLICANT: #Ses gin s 93:

1) | haretry confirm thal all detalls in this Form are True to the best of my knowledge. Any false staterment will render my Application & ongoing assistance, If any,
limble for rejection/canceliation

2 | salemnly confirm that assistance, i meoelved from Koshika Foundation, will be used only for the “purpose”, as stated i this Form, for which such assislance
was requasiad by ma,

3) | hereby coalirm that | have not & will not in future, avail of reimbursement, in pant or infull, from any ather scurce/employerfinsurance company, of the Irnm.mlr
foir which this assistanos is requesied
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AGREEMENT by APPLICANT (sms g %10

1] By affixing my sigraturs or thumb impression on this Farm, | (Applicant) hereby agres & authorise Koshika Foundation and It's Trustess in
usaputish/put-upireproduce my name, address, pholo & datails of the “purpose”, for which such assistance is requestedigranted, through any
medium, Including but not limited to verbal, print, electronic, for solicliing donations for Koshlka Foundation andlor dissaminating information about it's

activilieslachisvemants, Such use of my photo & detalis can be made by Koshika Foundation before or afler my treatment or fulfilment of the “purpose”
for which assistance s being requested.

2} | (Applicent) further agree that sny such use of my name, address, photo & details of the “purpose’, for which such assistance is requestedigranted,
will nel automatically entitle ma for receiving or continuing the said assistance. The deoision for granting and/or continuing the assistance will rest sobely
with tha Trustees of Koshika Foundation, end their dectaion b this regard will be fingl and accaeptable o me.
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AGREEMENT by HOSPITAL (w&ae g0 )
By affining hareunder, signature of our Authorised Bignalory for recommanding this casalpaliant for financial assistance from Koshika Foundation, we
{Hoepital) hareby affirm & accopt following:
1) that we nelther are presenily nor will in future avail of financisl assistance from another NGO or any other source, for the same patienticase, s we are
requesting to gat from Koshika Foundation, to the exlant that such assistance is granted by Koshika Foundation. If the requestod assistance is not granted
by Koshlks Foundslion, In part or in full, ihen ihe Hospital reserves it's righl io meke up the shorifall from another NGO or any other source. This
confirmation esserfiaty states that the Hospital will ot avall any duplicate sssistance for the same patientcasa from amy othar NGO or any othar source
2} The assistance from Koshika Foundation ls only financial in nature, The choloe of the restmant/procedure advised/iconductad by he Hospital on the
patlant, is based on tha arrangament between the patient & the Hospital, and is in no way influsnced by Koshlka Foundation, Hance, the Hospital will

assume sote & complets responsibility of the treatment & if's oulcoma & safety of the patient, and Koshika Foundstion will have no role or responsibility
in the matier,
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