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DECLARATION by APPLICANT: s o wiwm 7y:
1} | hergby confirm that all detalls in this Form are True fo the best of my knowledge. Any falsa stalement will render my Applicafion & cngoing assmstance, Fany.
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2} 1 sailemnly confirm that assistance, i recefved from Koshika Foundation, will be used enly for the "purpose”, aa stated in this Fom, for which such assistance
was requesied by me

3} | nereby confirm that | nave not & wall not in luture, avail of reimbursemant, 0 part o i foll, from eny other source'employerfmsurance company, of thie amaount
for which this assmtancs js reguestod.
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1) By affixing my signature of thumb impression on this Form, | (Applicant) hereby agree & authoriss Koshika Foundation and it's Trusiees 1o
use/publishiput-up/repraduce my nama, address, photo & detnlis of the “purpose”, for which such assistance is requested/granted, throwgh any
mediim, Including bul not Hmited 1o verbal, prinl, slaciranie, for sollciling donations for Koshika Foundation and/or disseminating information about it's

activities/achisvaments. Such use of my phole & detalls can be made by Koshika Foundation before or aftar my treatment or fulfiiment of ihe “purposs”
for which pasistance is baing requested,

21 1 [ Applicant ) luriher agres thal any such vse of my name, address, phato & detalls of the *purpose”, for which such assistance is requestadigrantad,
will rot automaticaliy entitie mae for receiving or continuing the said essistance. The decision for granting and/or continuing the assistance will rest solsly
wilh Ihe Trustees of Koshika Foundation, and thair declsion is this regard will be final and acceptable to me,
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AGREEMENT by HOSPITAL (vwme 20 1)

By slfiung hereunder, signature of our Authorised Signatory for recommending this casefpatient lor financial assistance lrom Koshika Foundation, wa
[Haspital) heroby affirm & accapt following:

1) that we neither sre presently nod will in fulure svall of Gnancksl esskstance from another NGO or any othaer souroe, for the same patient/oass, as we ars
reguesting to gel fram Koshika Foundation, o the extent that such assisiance Is granted by Koshika Foundation, If the requesied assistance is not granted
by Koshlks Foundation, In part or in Tull, than the Hospltal reservas it's right to make up tha shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2\ The assistancs from Koshika Foundation |8 only fnancial in nature, The choice of the treatment/procedure advised/condictad by the Hospital on tha
patient, is based on the arrangemant batwean the patient & the Hospital, end |s iIn no way influenced by Koshiks Foundation, Hance, the Hosgtl will

assuma sola & complets responsibiiity of tha trestment & it's outcome & safely of the patient, end Koshika Foundation will have no role or responaibility
m the matier.
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