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DECLARATION by APPLICANT: SPEW ERT Wiwe w1:

1] | heraby confirm that all detalls in this Form &re True fo the best of my knowledge. Any faise statement will render my Application & ongoing assistance. I any’
liable for rejection/canceliation,

2) tluhmrlyno;rmnn that essisiance, If received from Koshika Foundation, will ba usad enly for the “purpose”, a2 steled In this Form, for which such assistance

was requesied by ma.

3} | hereby confirm that | have not & will not in future, avall of reimburssment, in part or In full, from any other source/smployer/insurance company. of the amount

for which this asslstance is requested,
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AGREEMENT by APPLICANT (smivw g0 war)

1) By aflicing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
uss/publishiput-up/repioduce my name, address, photo & detalls of the "purpese’, for which such assistance |8 requesied/granied, through any
madium, melding but not limited to vertal, print, #lectronic, for soficiting donations for Koshika Foundation endior dissaminating information sbout If's
activities/achigvements. Such uss of my photo & detalls can be made by Koshika Foundation before or after my treatmant or fullliment of the “purposs”
far which assistanca is being requasted,

2} | {Agplicant) further agrea that any such use of my name, sddress, photo & details of the *purpose”, for which such sssistance is requested/granted,
will pot automatically entitie me for receiving or continuing the said sssistance, Tha decision for granting endlor continuing the assistance will rest soiely
with the Truslees of Koshike Foundation, and thelr decigion s this regard will be final and sccepiable o ma
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AGREEMENT by HOSPITAL (weyame g %ut)

By affining hereUnder, signature of our Authorised Signatory for recommending this case/patient for financlel assistance from Koshika Foundation, we
(Hospital) hereby affirm & sccapt following:

1} that we naiiher are presently nor will In future avall of financlal assistance from another NGO or any other source, for the same patient/case, as we ae
requesting to get from Koshika Foundation, (o the extant that such sssistance |s granted by Koshika Foundation, If the requested assistence is not granted
by Koshika Foundation, In part or in full, then the Hospital reserves it's right 1o make up the sharifall from gnother NGO or any other source. This
confirmation essentizily states thal e Hospltal will nol avall any duplicate assistance for the sams pallent/case from any other NGO or any other source,
2} The sssistenoe from Koshika Foundation Is only financlal in neture. The choice of the treatment/procedure advisediconducted by the Hospital on the
patiant, is based on the arrangemant batween the patien! & the Hospltal, and is in no way influenced by Koshika Foundation, Hence, tha Hosgital will
assume sole & complels responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibliity
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