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DECLARATION by APPLICANT: e @ wmmy 7

1) 1 hereby confirm that ail datadls in this Form are True to the best of my knowledge, Any false statement will render my Application & ongoing assistance, If any,
l|sbisfor rejaction/cancallation.

2 | solemnky canfirm that assistance, If recelved from Koshika Foundation, will be used only for the “purpose’, as steted in this Form, for which such essistance
wirs requested by me.

3) | hereby confirm that | have not & will not in future, availl of relmburssment, in pad of in ful, from any other source/employerinsurance company, of the amoun
for which this ansistancs 5 reguasisd.
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1) By affizing my signature or thumb impression on this Form, | (Applicant) hereby agrea & suthorise Koshiks Foundation and II's Trustees to
wseipubiish/pul-upireaproduce my name, address, photo & detaits of the *purpose”, for which such assistance |s requestedigranied, through any
medium, including but not Bmited to verbal, print, electronls, for soliciting donations for Koshike Foundation and/or dissaminating information about i's
activiles/achieverments. Such use of my photo & detalls can be made by Kashika Foundation before or after my treatment or fulfiment of the *purpose”
for which assistance is being requasted.

291 {Appliicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance s requestedigranted,
will not avtematizally entitle me for recaiving or continuing the said assisinnce, The declsion for granting and/ar continuing the assistance will rest solaly
with the Trustees of Koshika Foundalion, and thair dectsion |s this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (wesw g0 %)
By affixing hareunder, signature of our Aulhorised Signalory for recommaending this case/patient for financial assislance from Koshika Foundation, wa
(Hospital) hereby affirm & accept follewing:
1) that wes nelther are predently nor will in future @vall of inancial essistance from another NGO or any other source, for the sama patient/cass, as wa oure
iequesting to gel from Koshiks Foundation, to the extent that such assistance is granted by Koshika Foundation. I the requested assistance is nol graniad
by Koshika Foundstion, in part or in full, then the Hospital reserves t's right to make up the shortfall from another NGO or any other sgurce. This
canfirmation esseniialy sietes that the Hospital will not avall any duplioate assislance lor the sama patient/case fram any other NGO or sny othar sourcs
2} The assistance from Koshiha Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patiant, & based on the arangemant batwean the patiant & the Hospital, and ia in no way influenced by Koshika Foundation. Hance, the Hospitsl will

assume sola & complete responsibility of the frestment & if's outcome & safely of the patient, and Koshika Foundation will have no role or responsibllity
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