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DECLARATION by APPLICANT. T @0 W v

1) I hereby confirm that &l detalls in this Form are True to the best of my knowledge, Any false statement will ronder my Application & engoing assisiance, if any,
lighle for refection/cancaiiation.

2] | solemnly confirm that assistance, f received from Koshika Foundatfion, will ke used only for the “purpose”. as stated in this Form, for which such assistance

was requested by me.

3) | hereby confirm hal | have et & will not in future, avall of reimbuarsemant, in par o in full, from any other source/employerinsurance company, of the amount
for which inls assmtance i reguesied.
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AGREEMENT by APPLICANT [ mmws gm %it)

1) By affixing my mignaturs of thumb impressicn on this Form, | (Applicant) keraby agree & authorise Koshika Foundation and it's Trusizes o
usa/pubish/pul-up/eproduce my name, address, pholo & details of the "purpose’, lor which such assistance is requestad/grantad, thraugh any
maedium, including but not imited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andfor disseminating Information about it's

aciivillesiachiovements, Such use of my phola & details can be mede by Koshika Foundation belore or alter my treatment or fuifilment of the *purpose”
lor which assistance is being requeslad.

2) 1 {Apphicant] further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted.
will nol autemnatically antithe me for recelving or cantinuing the sald assistance. The declsion for granting andlor confinuing the assistance will rest solely
with the Trustess of Kashika Foundation, and thalr decigion is this regard will be final and accepiabia 1o me.
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AGREEMENT by HOSPITAL (W & %)

By affixing hereundsr, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Fourdation, wa
(Hospital) hermby affirm & accept following:

1] thiat we neither are presently nor will in future avail of financial assistance from another NGO or any other source, lor the same patient/case. s we are
requesting to gel lrom Koshika Foundatlon, (o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Woshika Foundation, in part o in full, then the Hosplial reserves s right o make up the shorttall from anothar NGO or any other source. This
confirmation exsentially states thal the Hespital will rot avall any duplicate assistance for the same patient/cess from any other NGO or any othar source
Z) The assistance from Koshika Foundation is only financial In nature, The choice of the treatmentiprocedure advisediconducted by the Hosoilal on the
patient, i based on the amangeman! between the patient & the Hoepilsl, and I8 in no way Influenced by Koshika Foundstion. Hance, the Hospital will

mﬂlnu sole & complete responsibiity of the treatment & I's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in matlar,
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