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DECLARATION by APPLICANT; s &1 iwen ww:

1) | hereby confirm that all detadls in this Form are True fo the best of my knowledge. Any false statement will render my Application & engoing assistance, if any,
iahia for rejeclionfcancallgtion

2) | snlemnly confirm that assistonce, if recelved from Koshika Foundation, will be used only for the *purpose”, as smied in this Form, for which such assistance
wis reguestad by me.

3) | hsrabry confirm that | have not & will nof in fulure, avail of reimbursement. in part o in full, from any other sourcalemployerfinsurance company, of the smounl
tor which this assisiance is requesied
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1) By affixing my signature or thumb impression on this Form, | (Applicant) haraby agrea & authorise Koshika Foundation and ifs Trustees to
vselpublishipul-upireproduce my name, address, photo & delails of the “purpose”, for which such essistance is requestadigranted, through any
miedium, including bul not imited {o verbal, print, slectronic, for soficiting donalions for Koshika Foundation and/or disseminating information about it's

aolivitiesiachlevaments. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose™
for which assistance is baing reguesisd,
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will not aulematicaily entlile me for recelving or continuing the said sssistance. The decision for granting andior continuing the assistance will rest solely
wilh the Trusiees of Koshika Foundation, and their decision is this regard will be fingl and scceptable i me,
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AGREEMENT by HOSPITAL (Wwemme Em #a1)
By affixing hereunder, signature of our Authorsed Signalory for recommending this casa/patient for inancial assistance from Koshika Foundation, we
(Hospitel} herety affirm & accept lollowing:
1) thal we neither are prasenity nor will in fulure avall of finencial assistance from another NGO or any other source, for the same patientcase, as we are
requasting to gel rom Koshika Foundation, 10 the extent thal such assistance is granted by Koshika Foundation. If the requested assisiance in nof grantad
by Koshika Foundation, in par or In full, then the Hosplial reserves its right lo make up the shartfall from anoiher NGO or any olher source. This
conflrmation essantially siates that the Hospital will not avall any duplicate assistance for tha same patient/case from sny other NGO or any othar sourcs,
2) The sssistance from Koshika Foundation is anly financis! in nature. The choles of the reatmentprocedure advisediconducted by the Haspilal on the
patient, is based on the arrengement between the patient & the Hospital, and is in no way influanced by Koshika Foundation, Hence, the Hospital will

essuma sole & compists responsibility of the treatment & it's outcome & ssfaty of the patient, and Koshike Fourdation will kave no role or responsibility
in the matiar,
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