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DECLARATION by APPLICANT: SIu® B Smmr i

1) | hareby confiem [hat all details in this Form are Tree (o the best of my knowlodge. Any false statemant will rendet my Application & ongoing assistance, if any,
limtile for regmetionicanceliation.

2] | splemnly confirm that assistance, it recesved from Koshika Foundation, will be used only Tor the "purpase’, a5 stated |n this Form, for which such assistance
was roquested by ma

3% | husrstsy condirrm that | Dave nat & will nod in luture, avail of rermbursement, m pat ar in full, fom any ciher sourcaismaloyerinsurance company, of the amowund
fow which this assistonee is requasted
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11 By affiing my signaluss of thumb impression on this Form. | [Applicant) heraby agres & suthorise Koshiks Foundalion and i's Trustees to

usalpublishiput-upireprodics my neme, addrass, photo & detsils of the “purpose”, for which such assistance is requested’granted, through any

mediurm, including but not limited to verbal, print, electronic, lor soliciling donations for Koshiks Foundatlon andlar disseminating information about it's

aclivitiesigohievemants, Such use ol my phato & details can be made by Koshika Foundation before of after my restment or fulfilment of the "purpose”
for which assistRnce & Deing requested.

2} 1 {Applicant) lurther agroe 1hat any such use of my nama, address, photo & datalls of the “purpose”, for which such assistance |s requestedigranted,
will not mutomalically entite me for receiving or continuing the said assistance. The declston for granting endlor confinuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and thair degision is this regard will be final and noceptable to me.
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AGREEMENT by HOSPITAL (wamm gm0 1)
By afixing hereunder, signature af our Autharised Signatory far recommending this case/patlent for financlal assistance from Koshika Foundation, we
[Hospital) horaby affirm & sccept following:
1] that wa nelther are pregantly mos will in future avall of financial assistance from another NGO ar any other souroe, for the same patienl/case, as we are
reguesting o gel from Koshika Foundation, (o the axtant that such assistance is granted by Keshika Foundation. If the requestad assistanse (s nol granied
bry Koshika Foundation, i part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source, This
confirmation sssentlally statas that the Hospital will not avail any duplicale assistance for the same patient/cass from any othar NGO of any othar source
Z) The assistance from Koshika Foundalion e only financial in nalure, The choice of the treatment/procedure advised/conducted by the Hospital on tha
patient, is based on the arangemant betwesn the patient & the Hospital, and is in no way Influsncad by Koshika Foundation, Hence, the Hospital will

assyme go0l6 & complete responsibility of the freatmant & Its outcome & safety of the patiant, and Koshika Foundation will have no role or responsibifity
im the proather
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