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DECLARATION by APPLICAMT. smiew gm s

1)1 heraby confirm that all detaiis in this Form are True to the best of my knowledge. Any false statement will render my Application & ongeing asa
liable Tor re|ection/cancefation.

2) | salemaly confirm that essistance, f received ffom Koshika Foundstion, will be used only for the “purpose”, as stated in this Form, for which such ass)
wis requesiod by me.

3) I heroby confim that | have not & will not in future, avail of reimbursement, in pant or in full, from any othar sourceemployerfinsurance company, of the MoK
for which thin assistance i requisted. \
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AGREEMENT by APPLICANT ( %mi g w01)

1) By afflxing my signatisre or thumb impression on this Form, | (Applicant) hereby agres & aulhorise Koshika Foundation and il's Trustoss jo
Len/pblishput-upireproduce my name, address, pholo & delails of the “purpose”, for which such assistance is requestedigranted, (hrough any
mgdium, inclding but not limited o verbal, print, electronic, for soliciling donations for Koshika Foundation andfor disseminaling information about it's
aclivities/achievements. Such use of my phato & detsils can be made by Koshika Foundation before of after my ireatment or fulfdment of the “putposs”
for which assistancn i being requasied.

2) | (Applcanl) foriher agres ihatany such use of my name, sddress, pholo & detalls of the “purpese”, for which such assistance is reguestad/granted,
will not automatically anlitie mo for recaiving or continuing the said assistance, The decision lor granting andiar continuing the assistanca wil rest solsly
wilh the Trusiees of Koshike Foundation, and their decision is this regard will be final snd acceptatie 1o ma
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AGREEMENT by HOSPITAL (rmmm gm wm )
8y efiing hereunder, signature of our Authorised Signatory for recommeanding this caselpaliant for financial assistance from Koshika Foundation, we
{Hospital) hatety affirm & accept following:
1) that we neithes are prezenily nor will in future avail of linancisl assistance from anolher NGO or any other sgurca, for the same patienticase, &5 we are
requesting o get from Kodhika Foundation, fo the exient thal such assistance s granied by Koshikn Foundation. If the requested assistance is not granted
by Koshikz Foundation, in part or in full, then the Hospital resanves (s right fo make up the shortfall from another NGO ar any other source. This
confirmation essentially statys that the Hospital will not avad any duplicate sssistance for the sama patienticase from oy othar NGO or any athar source
2) The assistance from Keshika Foundation is only financisl in nature. The choice of fhe treatment/procedure advisediconductad by the Hospital on the
patient, |s bared on ihe arangement balweon the patient & the Hospital, and I8 in no way nfluenced by Koshike Foundation. Hence, the Hoapital will

2asume sole & complela responsibiity of the treatment & it's outcome & safety of the patient, and Koshiks Foundallon will fzve ng roie of responsibility
n the matier
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