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DECLARATION by APPLICANT: STHOR §M W 93:

1) | hieteby confirm thist 8ll detalls in this Form are True to the best of my knowledge. Any faise statement will render my Applicstion & engoing assistance, If any,
kbl for rejection/cancedlaton

2} | moleminly eonfirm that sssistance, it recened from Koshiks Foundation, will be ised only for the “purpose”, 85 stated in this Form, for which such assistance

wils requested by me,

31 | harsly confirm that | have not & will not in futire, avail of reimbursement, in part o in full, lrom any other sourca/smployerfinsurance comparny, of thi smawnt

fior which this assistance |5 requested
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AGREEMENT by APPLICANT (suds g #u7)

1) By affixing my signature ar thumb impression on this Form, | (Applicant) hereby agree & suthorse Koshika Foundation and it's Trusises in

usa/pubiishipul-upireproduce my name, addrass, pholo & detalls of the “purpese”, far which such assistance ls requestedigranted, throwgh any

madium, nehuding but not limited 1o werbal, print, stsctronic, for soliciting donalions for Koshika Foundaton andior disseminating information abeut i's

acliviliesfachisvemeanls. Such use of my pholo & dotalls can be made by Koshika Foundalion before or after my treatment or fulfimsnt of the “purpose”

far which assistance is being requested,

2} | {Applicant) further agree that any such use ol my name, address, pholo & details of tha ‘purpase”. for which such asskstancs is requestedigranted,

will not aufomatically entitie me for recelving or confinuing the said essistance. The decision for granting andfor continuing the assisiance will rest solely

with 1he Trusiees of Koshika Foundation, and their declsicn is this regard will be final and acceptable to me.
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By aifizing hersundes, signature af aur Autharised Signatory for recommending his case/patient for finsncial sssistance lrom Hoshika Foundation, we
{Hospits!) haraby affirm & accapt following:

1) Ihal w eithar st pressntly nor will in future avedl of finoncial assistance from anothar NGO or any other source, Tor the same patient/case, 58 we are
requasting 1o got from Koshika Foundation, fo the extent that such assistance is granted by Keshika Foundation. If the requesied sssistance is not granted
by Koshika Foundation, In part or in full, then the Haspital reserves iU's right to make up the shorifadl from anather NGO or any other source. This
confirmation essentially states that the Hospltal will not avall any duplicate assistance for the seme patient/case from eny other NGO or any other source
2 Tha assistance from Koshika Foundation is only financial in nature. The cholce of ihe lreatmenl/procedure sdvised/conducied by Ihe Hospital on the
patient, is based on the aranpamant betwean the patiant & the Hospital, and & in no way influenced by Koshika Foundation. Hence, the Hespital will
assume sole & complele responsibility of the treatment & it's oulcomes & safety of ths patient, and Koshlka Foundation will have no rola or responsibility
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