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DECLARATION by APPLICANT: 3mims 5 Wi ¥s:

1} 1 hareby confirm that all detais in this Form-are True to the best of my knowledge. Any false statement will render my Application & ongoing assisiance,
liatde for rejecticnicancellation,

2) | solemnly confirm that mssistance, if received from Koshika Foundation, will be used anly for the “purposa”, &5 stated in this Form, for which such ass

wag requested by ma

3 | hereby confirm that | have not & will not in futurs, avad of reimbursement, in pan of in full, from any other sourcelemployer/insurance company, of the amourn

for which this assistance is requesied.
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AGREEMENT by APPLICANT (s g &01)

1) By affixing my sigriature o thumb impression on this Form, | (Applicant] hereby agree & guthoriss Koshlka Foundation and It's Trustess 1o

usa/publish/put-upireproduce my name, address, photo & details of ihe “purpose’, for which such assistance Is requestedigantad, through any

maedium, including but not limited to verbal, print, slectronie, for solicling denations for Koshiks Foundation andlor dizsseminaling information aboul its

activitiesiachlovements, Suth use ol my photo & detalls can be made by Koshika Foundation bafore or afier my treatment or fulfiiment of the *purpose”

for which assistarice is being requasted.

2) | {Applicant) further agrea thal any such use of my name, address, photo & details of Ihe “purpose’, for which such assistance is requestedigrantsd,

will not automatically entitle me for recelving of continuing the sald assistance, The dacision for granting 2ndlor eonlinuing Ine assistance will rest solely

with the Trustees of Koshika Foundation, snd their declsion i this regard will ba final and scceplable o ma
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By affixing hereunder, signatura of our Authorised Signatory for recommending thiz caselpatient for financial assistance from Koshika Foundation, we

| (Hospltal) hereby aftim & accept following:

1) that we nalther are presently nor will In future avail of financlal assistance from anothar NGD or any other source, for the same patlent/case, as we are
roquasting 1o gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves It's right 10 maka Up ha shorifall from ahother NGO or any other source. This
confirmation essentially states that the Hospital will not ayaill any duplicate assistance fot the samie patlient/caee from any olher NGO or any olher source.
2} The assistanca from Koshika Foundation is only financial in nature. The cholce of the trealment/procedure advisediconducted by ihe Hospital on the
patiant, Is based on the arrangemant batween the patient & the Hospital, and is in no way influenced by Kpshika Foundation, Hence, the Hospltal wil
assume sole & complete responsibility of the treatment & Il's outcoma & safety of the patient, and Koshika Foundation will have no mofe or responssbility
in the mates.
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