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DECLARATION by APPLIGANT, 095 BR1 Sy 73

1) I hareby condirm hat &l detads in this Form are True bo the best of my knowledge. Any false ststamant will rendar my Application & ongoing assistance, f any,
liabbe for rajection/cancediation.

2) | sokaminly confirm that assistence, F recaived from Koshika Foundation, will be used only for the "purpose”, s stated in this Form, for which such assistance
was requasied by ma,

)1 herety confirm that | bave not & will nob in future, avall of reimburssment, in gart or in full, from any other source/employerinsuranca company, ol the amount
for which (hig pssistance is requesied
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AGREEMENT by APPLICANT | #mie® g #100)

1) By offixing my signature of thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustess lo

usalpublish/put-up/reproduce my name, address. photo & details of the "purposs”. for which such assistance is requestedigranted, through sny

medium, Including but rof [imited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivilizsiachisvemants. Such use of my photo & details can be made by Koshika Foundation bafare or after my traatment or fulfilment of fhe *purposs”
for which assstiance s being requesied.

2) | (Applicant) furthes @greea that any such use of my name, address, photo & details of the "purpose”, for which such essistance s requestadigranted,
will nel sulomatcally entitle me for recelving or conlinuing the sald assistance. The decision for granfing and/or continuing the assistance will rest solely
with the Trusiees of Kashika Foundation, and their decision is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL [wmam §0 %)
By affizing hereunder, signature of our Authorised Signatory for recommending this case/patiant for financlal assistance from Koshika Foundation, we
(Hosphal) hareby sffirm & socept loliowing:
1) that we nelther are presently nor will in future svall of financlal assisiance from another NGO or any other source, for the same patient/case, as we are
raquasting 1o get from Koshiks Foundation, to the extent that such assistance ks granted by Koshika Foundation. If the requasied assisiance s nol grantsd
by Koshika Foundation, in pad or in full, then the Hospital reserves it's rght Io make up the shorfall from ancther NGO or any other scurce, This
confirmation essentially states that the Hospital will not avail any duplicale assistance for the same palient/case from any othor NGO or any other saurce.
2} The assistance from Koshika Foundation Is enly financial in nature. The cheice of the treatment/procedure advisedicanducted by the Hospital on tha
palient, s basad on the arrangamant batwaen the patient & the Hospital, and |s in no way influenced by Koshika Foundation, Hence, the Hoapital will

assume soto & complete responsibility of the treaiment & it's outcome & sefely of the patient, and Koshika Foundation will have no role or responsibility
in the matier.
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