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DECLARATION by APPLICANT: STiTE R WY 9%: .

1) | hereby confirm that all detalls i this Foem ane True o the best of my knowledge, Any false staterment will render my Application & ongoing assistance. |l any,
lisbla for rejecton/cancadation.

2} | solemnly confirm that sssisinnce. i received from Kosivis Foundation, will be used only for the "purpose’. as stated in this Fom, for which such assisiance

was requesied by me.

1) | hareby confien that | hawn not & wall not in hature, avad of reimbursement, in part or in (. from any otfer sourcelsmployerinsurance company, of he amount

fiar wehich this assistanos s requestod
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AGREEMENT by APPLICANT (s @0 %11)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agrae & authorise Koshika Foundation and its Trustess to
usefputilishfpul-up/reproduce my namae, sddress, pholo & dataia of the “purpose”, for which such asuiatance s requasied'granted, (nowugh any
meditm, including but not imited 1o verbal, prinl. electronic, for soliciing donations for Koshika Foundalion and'or disseminaling information sboul s
activitiesfachievaments. Such use of my pholo & detalls can be made by Koshika Foundation belfore or after my reatmient or fulfiiment of ihe “purposs”
for which assistance is being requesiad,

2) | (Applicant) hurther agree thal any such use af my name, address, pholo & datails of ihe “purpose”, for which such assistance |s requesiadigranisd,
will not swtomatically ontitle me for recelving or conlinuing the said assistance. The decision for granting andior conlinuing the sssistance will rest solaly
with the Trestees of Koghika Foundabon, and their decision is this regard will be final and acceplable to me.
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AGREEMENT by HOSPITAL (vomm 70 S10)
By atfiring hereunder, signature of our Authotised Signalory for recommending ihis case/patient for financeal assistance fmom Koshiks Foundation, we
{Hospital) herety affirm & accept foflowing:
1) thot we neither are presently nor will in fulure avail of faancial assistance from anoihet NGO or any olber source, for the same patienticass, 95 we are
requesting 1o got from Keshika Foundalion, fo the extent thal such assistance i granted by Koshika Foundation, If ihe requasied assistance s mol granked
by Koshika Foundation, in part or In full, then the Hospltal reserves if's right lo maks up Ihe shortfall from another NGO or any other souros, This
confirmation essentially states that the Hospital will not avail any duplicale assistance for the same patisnt/case fram any other NGO or any ather fource
2) The assistance from Keshika Foundation ks only firancia! In nalure. The cholce of the treatment/procedure advised/conducted by the Hospltal on the
patient, is based on the amangement betwean the patient & the Hospital, and i in no way influsnced by Koahika Foundation, Hence, the Hospital will
assume sole & complele responsibility of the treatment & it's oulcome & safety of the patent, snd Koshika Foundation will have no role or respans bilty
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