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DECLARATION by APPLICANT. SI%F B Smom wa;

1] | hereby confinm that sil details in this Form are True i the best of my knowledge, Any false statement will render my Application & ongoing assistance, if any,
Eable lor rejection/canceliation

2 | sglemnly confirm that sssistance,  received from Koshiks Foundation, will be used ordy for the “purpose’, as stated n this Form, for which such assistance
was requested by ma

) 1 hemabry confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/employerinsurance company, of the amoun
fror which this assistanoe is requestad
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AGREEMENT by APPLICANT (smes gm %)

11 By affixing my ‘signature or thumb impressicn on thie Form, | (Applicant) haraby agree & autharise Koshika Foundation and It's Trusises o

use/publishiput-up/meproduce my nama, address, photo & delalls of tha "purpose”; for which such assistance is requested/granted, through any

medium, incleding bul not limited 1o verbal, print, electronle, Tor soliciting donatlons for Koshika Foundation and/or dissominating Information about it's

adlivies/achisvemants. Such uss of my photo & details can be mede by Keshika Foundation belare or after my irestmant or fulfilment of the “purpose”™
for which sssistance is being requested

2) | (hpplicant) further agres that any such uss of my name, address, pholo & details of the “purpose®, for which such assistance is requested/granied,
will nat sulematically sntitle me for receiving of continuing the seid assistance. The decision lor granting and/or continuing Ihe assistance will rest solely
with ihe Trusiess of Koshika Foundation, and thair dectsion is this regard will be final and accepiable in me.
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AGREEMENT by HOSPITAL (W@ BR0 %)
By affixing hersunder, signature of our Authorised Signatory for recommending (his case/patient for financial assisiance from Koshika Foundation, we
{Hoapital) heroby affirm & accept following:
1) tht we neither are presentty nor will in future svall of financlal assstance from another NGO or any other source, for the same patiunt/cose, as we are
requesting o gel lrom Koshike Foundation, 1o the extent hal such assistance is grented by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hosplial reserves it's right lo make up the shortfall from another NGO or any other saurce. This
confirmation eseaniially slates that the Hospital will not avail any duplicals sssistsnce for tha same patisntcase from any other NGO or any other sourcs.
2) The assistance from Koshiks Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospltal on tha
potiant, is hased on the arangsmant batwesn the patiant & the Hoapital, and is in no way influsnced by Koshika Foundation, Hence, the Hospital will

assuma sols & complsts esponsibility of the treatmant & II's outcome & safety of tha patient, and Koshika Foundation will have no rola of respansibility
im the matiar,
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