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DECLARNTION by APPLICANT: S0% T S va;

1) 1| hereby confitm (hat ail detais i this Form ore True to the best of my knowledge. Any false stalomerit will rander my Applicatian & ongaing assistance, if any,
liahle for rajection’csncellation. ) .

2) | saiemnly confirm that assistance. if received from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such assistance

was requésted by me,

) | haraby confirm that | Have not & will not in future, avall of reimbursemant, in pad or in b, from any other sowrcelemployesfinsurance company, of the amaednt
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AGREEMENT by APPLICANT | smsw g W)

1} By affizing my signature or thumb impression on (his Form, | |Applicant) hereby agree & authorise Koshika Foundation and It's Trisless (o
usedpublish/put-upireproduce my name, sddress, photo & detolls of the “purpose”, for which such assistance is requesied/granied, nrough any
medium, inciuging bt not imited 1o verbal, print, electtanie, tor soliciting denations for Koshika Foundation and/ar disseminating information sbout it's
activitlesiachievaments. Such use of my phota & details can ba made by Kashika Foundation balers or afier my treatment ar fulfiimant of the “purpose”
for which assistance is baing requesiod.

2) | (Applicant} furiher agree that any such use of my nama, address, photo & detalls of the *purpose”, for which such assistanue |s requestedigranied,
will nol atamatically entitle me for recsiving of conlinuing the sald assistance. The decision for granting andlor continuing the assistanca will rest solaly
wilh the Trustees of Keshika Foundation, and their decision s this regard will be final and aoceptable to me
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AGREEMENT by HOSPITAL (Wa@m g7 & )
By affxing hereunder, signatune of our Aulhonsed Signatory for recommending this case/patient lor financlal assistance from Koshika Foundation, we
(Hospital} hereby affm & socept following:
1) thal we nelther ara presenily nor will In fulure svall of financial assistance from another NGO or any other sourcs, for the same palienticose, as we are
reqursting o gel from Koshika Foundation, 1o the extent that such sssistance & granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves iU's dght to make up the shortfall from another NGO or any ofher sources, This
confirmation essantially states that the Hospital will not avail any duplicate assistance for the sama patisnt/casa from any ofher NGO or any ather source
2} The assistance from Koshika Foundation is only financial in nature. The choice of the trestment’procedure edvisedioonducied by the Hospital an the
patient, i based on the arangement betwsen the patlent & the Haspital, 8nd is In no way influsnced by Koshika Foundation. Hence, the Hospital wil

gssuma sols & complate respansibiity of the treatmant & it'e outcome & safety of tha patient, and Koshiks Foundation will hove no rmle or responsibility
n the matter
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