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DECLARATION by APFLICANT: 7955 BT 5P a:

1) | hereby sonfirm that all detalls in this Form are True to the best of my knowledgs. Any false statement will render my Application & ongobng assistance, If any,
lisbis for rejaction/cancadlaton.

2} | solemnly confirm that assstance, I recelved from Koshiks Foundation, will be used only for the “purpese’, &s sisted in this Form, lor which such assistance
wigs requeslad by me.

) | haraby confirm that | kave not & will not in future, svadl of reimbursarmani, in pan or in full, from any ather sourca'employerfinsurance campany, of ihe amount
tor which this assisiancs & reguesied.
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1) By affixing my signature o thumb impression on this Form, | (Applicant) hereby sgree & authorise Keshiks Foundation and It's Trustees lo

usafpublishipul-up/reproduce my name, address. phoio & detafis of the “purpose”. for which such assistance is requesied/granted, through any

madlum, including but not imited to verbal, print, electronic, for soliciting donalions fof Koshika Foundation and/or disseminating information about It's

acivitizs'achisvemanis, Such use ol my pholo & details can be made by Koshika Foundation before or after my treatment or fulliment of ihe "purpose”
lof which assistance is being reguestied

2] | {Appkicant) furitar agres that amy such use of my name, address, photo & detalls of the “purposs”, for which such assistance is requested/granted,
will not avtomatically entitle me for recabving or continuing the said assistance. The decislon for granting andfor continidng the assistance will rest solaly
wilh the Truslees of Koshika Foundation, gnd their decision is this regard will be fingt and accepiable 1o me:
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AGREEMENT by HOSPITAL (wemm B0 %)
By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financlal assistance from Koshika Foundation, wa
{Hospital) hereby affirm & sccept following:
1) that we neliher ane presently nor will in future avall of financlal asslstance from anolher NGO ar any other source, for the same patienticase, as we are
requasting to get from Koshiks Foundation, to the sxant that such assistance s grantad by Keshika Foundation. If the requested sssisiance is nol granted
by Koshika Foundation, In part or in full, then the Hospilal reserves i's right to make up the shorifall from another NGO or any other source. This
confirmation eseanilally states that the Hospital will not avall any duplicale assistance for the same patient/cass from any other NGO or any othar saurca.
Z) The assistance from Moshika Foundation is only financial in nature. The choice of the treatment/procedune advised/conducted by the Hospital on the
patiant, ks based on the amangement betwasn the patient & the Hospilal, and 15 In no way influenced by Koshlka Foundetion. Hence, the Hospital will

gssume sole & complete responsibility of the treatmant & it's outcome & safety of the patiant, and Koshika Foundation will have no role or responsibility
in the matiar.
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