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DECLARATION by APPLICANT, S 0 WMo 73

1) | hereby confirm that all details in this Form are True to the best of my knowladge. Any talse siatemant will render my Application & ongoing assistanca, it any,
lighili for rejecton/cancaliatian,

2) | solemnly confirm fhat psaistsnce, if recelved from Koshika Foundaton, will be used only for the "purpose’, as stated in this Form, for which such assistance
was requesied by me

3) | hearaby confirm that | have not & will not in futura, avad of resmbursamant, in part ar in full, from any other sourca/employerfinsurance company, of the amount
for which this assistance = requestad
i) & wirwm wm € T oww oy 4 e vl wdt T S W § s W uE e f ol S fae vE wee e s W 3 @ S s e ) W owea
1) #t g W www in sl s, @ oW 8, T e T a5 & e o, =@ o owee F woomm

v) 4 gfe wm £ v fm e o W w0 v b, O oW STee W e e T e e wee § 8 A e s 3 o ofen o dm

AGREEMENT by APPLICANT | ss i 5)

1) By afflxing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and il's Trustess 1o
isa/publishipul-upireproduce my name, address, photo & datals of the "purpose”, for which such assistance fs requesied/grantad, through any

mdium, Including but not limited 1o verbel, prin, electronio, for spliciting donations for Koshlka Foundation and/or dissaminating information about it's
activitiesfachigvements. Such use of my pholo & details can be made by Koshika Foundalion before or after my reatment or fulfiiment of the “purposa”
I winich mssislance is being reguesied.

211 [(dpplicant) further agres that any such wea of my nama, address, photo & details of the “purpose”, for which such assistance 8 requested/grantad,
will not automatically entitie me for receiving or continuing the sald asslstance. The declslon for granting and/or continuing the assistance will rest solely
with the Trusless of Koghika Foundation, and Iheir decislon is this regard will be final gnd acceplable 1o me.
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AGREEMENT by HOSPITAL (wveam B0 il

By affiming herednder, signature of our Authorised Signatory for recommending this caseipatient Tor financial assistance from Koshika Foundation, we
{Huspital] heraby affirm & accapt following:

1} that we npithar are presantly not will in future Bvail of financiel essistance from enother NGO or any other source, for the sama patient/cass, Ay we gre
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance |s nol grantad
by Koshika Foundation. in part or in full, then the Hospital reserves i1's ight to maka up the shortfall from another NGO or any olher source. This
confirmation essentially states thal tha Hospital will nol avail any duplicsie sssistance for the same patient/case from any other NGO or any other sourcs
2) The assistance from Moshika Foundation is only financial in nature. The chmice of the treatmentprocedure advisediconductied by tho Hospitat on tha
patiant, |& basad on the arrangement batwasn ihe pallent & the Hospital, and |s in no way Influsnced by Koshlka Foundafion, Hence, the Hosplial will

sEsume sole & complete responsibility of the treatmant & it's oulcome & safely of the patient, and Koshike Foundation will have no role or responsibility
in ihe matlar,
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