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DECLARATION by APPLICANT. 55% H1 o 7w

1) | harebry condirm (hat all detalls in this Form are True (o the bes! of my knowledge. Any false statemant will render my Application & ongoing assistance, If any,
Iebie for rjactionfcanceliation.

2] | anlemnly confirm that assistonce, F recelved from Koshika Foundetion, will be used only for the “purpose”, s stated in this Form, for which such assistance
was requastad by me.

3) | herety condinm that | ave not & will not in future, avail of reimbursement, in pan o in full, from any other sourcelempioyerinsurance company, of the amouni
for which this assisiance is requesied.
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AGREEMENT by APPLICANT (e gm %)

1) By affixing my signalure or thumb impressian an this Form, | (Applicant) hereby agree & guthorise Koshika Foundation and #'s Trustess to

uea/publishiput-up/reproduce my name, address. photo & details of the “purposa’, lor which such assistance is requested/granted, through any

madium, Including but not bmited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information sbout it's

aclivitisslachimvamants, Such uss of my phato & detaiis can be made by Koshika Foundation before or after my treatmsant or fulfilmant of the “punpose”
for which assistance is baing requesied.

2} | (Applizant] further agree that any such use of my name, address, phoio & detalls of the “purpose®, for which such assistance is requestedigranted,
will not automatically entitie me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assislance will resl solaly
with the Trusteas of Koshika Foundation, and thelr dectsion is this regard will be final and acceptabla io me.
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AGREEMENT by HOSPITAL (T@ms gm0 T10)
By affining hareunder, signature of our Authorised Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
{Hospital) hareby affirm & sccepl following:
1) thal we nelliver are presently nor will in lulure svall of financial assistance from another NGO or any other source, for Ihe same patient/case, gs we are
requasting o get from Koshika Foundation, Lo the extent that such assistance is granted by Roshika Foundation. If the requested assistance is not grantad
by Koshika Foundation, in part or in full, then the Hosplial reserves IU's right 1o make up the shartfall from snother NGO or any othar source, This
confirmation essentiafy states that the Hospital will rot evail any duplicats ssstetance for the same petienticase from any other NGO or any othar source
2] The assistance from Koshika Foundation |s only financial in nature, The cholce of the treatment/procedure advised/conducted by the Hospital on the
patient, is bassd on the srrengement between the patient & the Hospital, snd s in no way influenced by Koshike Foundstion. Hanca, the Hospital will

assume solg & complets responsibiiity of the trestment & Vs outooma & safety of the petient. and Koshika Foundation will have no rols or responzibiliny
in the matter.
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