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DECLARATION by APPLICANT. St g sy 1

1} | hereby confirm thal all details in this Form are True to the best of my knowledge. Any false siatement will render my Application & ongoing assisiance, IF any,
[imtve for rejechonicanceliation.

2) | salemnly confirm that assistence, i received from Koshiks Foundation, will be used only for fhe “purpose®, as stated in This Fomm, for which such sssistance
wan requasied by me.

) | hereby confimm (hat | have not & will ot in fulure, avall of reimbursament, in parn o in full, fram asy other sourcalamployaninsurance company, of tha smount
for which this assistance s reguested,
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AGREEMENT by APPLICANT (wpims gm =am)

1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundalion and it's Trustess to
use'publishiput-upiraproduce my name, sddress, pholo & details of the “purpose”, for which such assistance |s requested/granied, (htough any
medium, Inchuding but nat limited 16 verbal, print, electronis, for soliciing donations for Koshika Foundation and/or disseminating fnformation about It's
activilies’achievemants. Such use of my phota & details can be made by Koshiks Foundation before or afier my treatmeant or fulfilment of the “purposa”
for which aseislance 1& being requestad.

2) 1 iApplicant) further agrae thet any such use of my nama, address, pholo & detalls of the *purpose”, for which such assistance s requestad/granted,
will nat aulomatically entitle me for recelving or continuing the said assistance. The decislon for granting endfor continuing the esslstance will rest solely
with the Trusiees of Koshika Foundatlon, and their declsion is this regard will be final and accaptable to me,
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AGREEMENT by HOSPITAL (Fwme B &)

By affixing hemunder, signature of our Authodised Signatory for recommending this casefpatient for financial assistance from Koshika Foundation, we
{Hospital) heraby affirm & accapt following:

1) that we nelther are prasertlly nor will in future svail of financial assistance from another NGO or any ather soutce, lor the same pafient/case, as we ans
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requestad assistancs is nol granied
by Koshika Foundation, in part or in ull, then the Hospital resarves s right 1o make up the shartfall from anather NGO oF any other soures. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the sama patienticase from any other NGO or any other source.
2) The essistances from Koshike Foundation is only financial in nature. The cholcg of the treatment’procedurs advised/conductod by the Hospital an the
patient, = hased on the ermengemant betwasn the patient & the Hospital, and is In no way influenced by Koshiks Foundation. Hance. the Hospital will
assums sole & complels responsitility of the treatmient & it's oulcome & safety of the patient, and Koshike Foundation will have no rofe or responaibility
Ir {he matter,
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