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DECLARATION by APPLICANT: TR g W 7a:

1) | hereby confirm thad all detalls in this Form are True Io the besi of my knowledge. Any false statzment will render my Application & angaing assistance, If any,
liable for rejection/canceitation, _ )

21 | snlemnly confirm that assistance, If recelved from Koshika Foundation, will be used only for the “purpose”, as sisled in this Farm, for which such assistance

was requesied by mea

3} | hereby confirm that | have nat & will not in future, svail of reimbursemant, i part or in full, from any ather source’employerinsurance company, of the amourt

for which this assstance s requesied.
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AGREEMENT by APPLICANT (swbew gm0 %)

1} By affizing my signature or thumb impression on this Form, | [Applicant) hereby sgree & authorss Koshika Foundation and il's Trustess 1o

usafpublishiput-upireproduce my name, address, pholo A details of the “purposa®, for which such assistance is requestedigranted, through any

madium, Including bul not imited 1o verbal, print, electronic, fod soliciling donations for Koshika Foundation and/or disseminating information about it's

ocihvities/achievements. Such usa of my photo & details can be made by Koshika Foundation before or sftar my treatment or fulliment of the *purpese”
for which assistance is being requesied.

2) | (Applicant) lurther agree that any such use of my nama, address, photo & detalls of the “purpose”, tar which such assislance is requested/granied,
wiil not avlematically entitie me for receiving or continuing the said assistance, The decision lor granting andler continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thelr decision is this regard will ba final and scceptable to me,
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AGREEMENT by HOSPITAL (¥vmm B )
By affizing harsunder, signature of our Authorised Signatory for recommending thie case/patient for financial assistence from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) thal we nelther are presenily nor will in future avall of financial assistanca from another NGO or any other sourca, for the sama patlant/cass, as we ar
requesting to get from Koshika Foundathon, (o the extent tha! such assistance is granted by Koshika Foundation. if the requested assistance s not granied
by Koshiks Foundation, in par or in full, then the Hosplial reserves it's ight to make ep the shortfall from another NGD or any olher sourcs. This
confirmation essentially states that the Hospital will not avell anvy duplicale assistance for the same patienticase from any other NGO or any othar source
2) Tha ascistance from Koshiks Foundation i only finencial in natura, The choice of the reatmeantiprocedure sdvised/oonducied by the Hospital on the
patlent, is based on the arangement between the patient & the Hospltal, and |s in no way influenced by Koshika Foundation. Hence, the Hospltal will

egssuma sole & complete responsibility of the freatmant & s outcoms & safety of the patient, and Koshike Foundetion will have no rofe or responsibility
I the malter.
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