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DECLARATION by APPLICANT: SiTs Tm wiam o%:

1) | heraby confirm that all detalls in this Form are True o the best of my knowledge, Any false statement will render my Apglication & ongoling 8
liabhe for rejection/cancallation,

2) | solemnly confirm that asslstance, if recelved from Koahiks Foundation, will be used onty for the “purpose”, as stated In this Form, for which such

wis requestad by me,

3} | hereby confirm that | have not & will not in future, avall of reimbursement, in part or in full, from eny other sourca/empioyer/insurance company. of he a

for which this assistance In requested
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1) By affixitg my signature of thumb imprassion on this Form, | (Applicant) hereby egres & authorise Koshike Foundstion and ir's Trustees 1o

use/publishiput-up/reproduce my name, addrass, photo & details of the *purpose”, for which such assistance s requested/grantad, through any
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eclivitiesfachievemants. Such usa of my photo & dotails can be made by Koshika Foundation bafore or after my trestmant or fulfilmant of the “purpose”

for which essistarice |s being requasied

2} | {Appiicant) furthsr agres that any such use of my name, addmss, photo & detalls of the “purpose”, for which such assistance is requested/granted,

will not automatically enlitie me for recelving or eontinuing the seid essistance. The dectsion for granting andlor continuing Ihe sssistance will rest solely

with the Trustees of Koshisa Foundation, ard thelr decision is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (¥e=mm g0 1)

By afflxing hersunder, signature of our Authorised Signetory for recommanding this case/patient for financlal assistance from Koshika Foundation, wa
(Hospital) heraby affirm & accep! following:

1} that we nelther are presantly nor will In future avall of financial essistance from anather NGO or any ofher source, for the same patlent/case, s we ara
requesting to get from Koshika Foundation, to the extant that such assistenca |s granled by Koshika Foundation. If the requestad saaistance is not granted
by Kashika Foundation, In part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation assentlally states hal the Hospltal will not avall any duplicsts assistance for the same patlenticase from any other NGO or any other source
2) The assistance from Hoshika Foundation ke only financial in nature, The cholce of the treaiment/procedure advisediconductad by the Hospital on the
patien!, is based on the armangement between the pationl & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complels responsitility of the treatment & it's oulcoms & safoty of the patient, and Koshika Foundation will have no role or responsibility
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