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DECLARATION by APPLICANT: Sms T Sy w:

1) | heteby confirm that all detalls in this Form are True to the best of my knowledge, Any false statamant will render my Anplication & ongolng assistance, If any,
limdyle for rejoction/cancellaton

2} | solamnly confirm that assistance, | received Trom Koshika Foundation, will be used only for the “purpose”, os stated in this Form, for which swch assistance
wos requedied by me

3) | hereby confirm that | have not & will nat in future, avail of reimbursamant, in part of in full, from eny other source/employerinsurance company, of the amount
for which 1his assstence @& reguested
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AGREEMENT by APPLICANT (siaes g %10

1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & guthorise Koshika Foundation and if's Trustees 1o

usalpublishiput-uplreproduce my name, address, phato & delails of the “purpose”; for which such assisiance |8 requestedigranied, through any

meadlum, inchuding but not limlisd o verbal, print, slectronic, for soliciing denafians for Koshika Feundation andlor dissemingling informetion aboul it's

acliviliesfachievemeants. Such use of my photo & details can be made by Koshika Foundation befare or afier my reatment or fulfilmant of the “purpose”
for which assisiance is being requested.

2) | (Applicant) further agree ihal any such use of my name, address, photo & detalls of the "purpose”, for which such assistance |s requestedigranted,
will nat automatically entitle me for receiving or continuing the said assistance. The decision for granting andlor confinulng the assistance will rest solsly
wilh the Trusiees of Koshika Foundation, and their decision is this regard will be final and accaptable to me.
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AGREEMENT by HOSPITAL (¥WemE BRI W)

By afflning harsundes, signature of our Authorised Signatory for recommaending ihis case/palient for financial assistance from Koshika Foundaiion, we
{Hospital) hereby affirm & accept lollowing:

1) thatl wa neithar are presenily not will in future avall of financlal essistance from another NGO or any other source, lor the same patient/case, as we are
reguesting to gt from Koshika Foundation, to the extent that such assistance (s granted by Koshika Foundation. If the requasted assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up fhe shortfall from another NGO ar any other source. This
canfirmation essenfiafly states that the Hospital will nat avall any duplicata assistance Tor the same patient/cass from any othar NGO orany ather source
2] The gssistance from Koshika Foundation s only financral in natura. The cholca of the restmant/procedure advised/conducied by the Hospital on tha
patient. Is based on the armangement betwaen the patlant & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
ssgume sola & complate esponaibility of the trestnent & I's culcoms & safety of tha patiant, and Koehika Foundation will have no role or responsibllity
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