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DECLARATION by APPLICANT. STes g0 = o7:

1} | hareby oondirm that all defails in this Form are True to the best of my krnowiedge. Any false statemant will render my Appiication & ongoing assistance, If any,
liable for rejaciioncancedlation,

2) I'salemmnly confirm that assistance, if recaived from Koshika Foundation, will be Ussd anly for the “purpese”, as stated In this Farm, for which such assistance
was requesied by me.

3 | hareby confirm that | rave nol & will not in fulure, sveil of reimbursement, in pa o+ in full, from any ather soltealamployerinsurance company, of the smounl
far which this assistance is reguested,
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AGREEMENT by APPLICANT ( smms gr1 wal)

1] By affixing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorisa Koshika Foundation and il's Trustess 1o

usafpublishipul-upireproduce my name, address, photo & detsils of the “purpose”, Tor which such assistance Is reguested/granted, through any

mdium, including but not limited o verbal, prinl, slactronie, for soliciting donations for Koshika Foundation andior disseminating Infarmation aboul it's

activites/achievemants. Such use of my photo & details can bo made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance |s being requasied.

2] | tApplicant) further agree that any such usa of my nama, address, pholo & details of the “purpose”, far which such assistance is requestedigranied,
will nol automatically antitle me for receiving or continuing the said assistance. The decision for granting andfor continuing the sssistance will rest sobaly
wilh ihe Trustees of Koshika Foundalion, and thelr decision is ihis regard will be liral and accaplable 1o ma,
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AGREEMENT by HOSPITAL (7=@m @ %)
By affining hereundar, signature of our Authorized Signalosy lor recommending this cassfpaliant for linanctal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we naither ars prasently nar will in future avall of financial assistance from arothsr NGO or any other source, for the sama patiant'caze, 83 we ane
requasting to gat from Koshika Foundation, to the extent that such assisiance is granted by Koshika Foundation, If the requested assistance (s not granied
by Koshika Foundation, in part or in fubl, then the Hospital reserves it's right o make up the shortfall from enather NGO or any other source. This
confirmation essantially states thal the Hospital wil not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2} The assistance from Koshika Foundation is only financial in nature. The choice of tha treatment/procedure advisadiconducied by tha Hospital on tha
patiant, ls based on the arangerment belween the patlent & the Hospital, and |s in no way influenced by Koshika Foundation. Hence, the Hospital will

assuma sole & compieta responsibility of the trestment & it's outcoma & safety of the patient. and Koshika Foundation will have no role of responsibility
I the maiter.
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