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DECLARATION by APPLICANT; SR 3T W9 7a:

1] | herety conlim that all dotails in this Form are True io the best ol my knowledge. Any falsa statament will render my Application & ongoing essistance. if any,
ligbie for rajection/canceilation.

2] | solemaly confirm that assistance, if recenved from Koshika Foundation, will be used only for the “purpose”, a5 stated in this Form. for which such assistanca
was requesied by me

3} 1 harety confimm that | have nat & will not in iure, avail of rembursement, in par orn full, from any other sourceemploverinsurance company, of the: amaunt
fiar which this assistence is requesied
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AGREEMENT by APPLICANT (suiew g %)

1) By alfizkng my signature or thurnb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees io

isn/publshiput-uplreproduce my rame, address, phalo & details of the *purpose”, for which such assistance |8 requestad/grantad, through any

madium, including but net limited 1o verbal, print, elactronic, for saliciing donations-for Koshika Foundation andfor disserminating information ebout it's

acilvities/schisvernents. Such use ol my pholo & details can be made by Koshika Foundation before or after my treatment or fulfiiment of the *purposa”
far which assistance |§ being requested.

211 (Applican) furiner agreas that eny such use of my name, address, pholo & detalls of the “purpose”, for which such assistance is requestedigranted,

will not sutomatically entitle ma lor recetving or continuing the said assistance. The decision for granting andlor continuing the szsistance will rest solefy
with Ihe Trustess of Koshika Foundation, and thelr dectsion ts this regard will be final and acceptable io me.
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AGREEMENT by HOSPITAL (weiams g/ &)
By aflung hersunder, signature of oor Authorised Signatory for recommending this case/patent for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & sccepl following:
1) ihat we nedther ore presently nor will in future avall of financial assistance from another NGO or any other source, for the same petient/case, as we are
requesfing o gel from Koshika Foundallon, o the exlant thal such assisiance is granted by Kaoshiks Foundation. If the requeslad assistance is nol graniad
by Koshika Foundation, in par or in full, then the Hospitel reserves I's right to make up the shortfsll from anather NGO or any other saurce. This
canflmation essantially siates that tha Haspltal will not avail any duplicate assistance for the sama palisnt/cass from any ather NGO or any athar sourca.
2) Thio assistance from Koshika Foundation is anly financial in retura, The choloe of the reatment/procedure advised/conducted by the Haspital on the
patienl, (s based on the srangement betwasn the patlent & the Hospilal, and 8 in no way influsnced by Koshikas Foundation. Hencs, the Hospital will
assuma sole & complate responsibility of the treatmant & it's cutcoma & safaty of tha patient, and Koshika Foundation will have no role or responsibility
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