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DECLARATION by APPLICANT: Y% B = 79;

11 | heraby confirm that all details in this Form are True to the best of my knowledge: Any leise stulement will render my Application & ongaing 2ssistance, it vy,
lfabta for rejection/cancellation.

21| sedemnly confirm that assisiance, if recelved from Koshika Foundation, wil| be used only for the “purpase”. as stated In this Form, for which such assistance

was requesiad by me.

3} | haraby confirm that | have nat & will not In future, avall of relmbursement, in part o in full, from any other soureslemployerinsyrance company, of the amount

for which this nssiience 5 requasted
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AGREEMENT by APPLICANT (sutics w1 77)

1) By aHiking my signatire or thumb impresslon én thie Farm, | (Applicant) horeby agres & authiorise Koshiks Foundation and IUs Trustees [0

use/publishiput-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted, through any

medium, inchading but not limited to vertal, print, electranle, for soficlting donations for Koshlka Foundation andfor disseminaling Information aboul it's

actliesiachisvements. Such use of my phole & detalls can be mads by Koshiks Foundstion before o aller my treatment of fulfilment of the "purpose”
for which assistance s being requested.

2) | (Applicant) further agree that any such usa of my name, address, pholo & details of the “purpose”, for which such assislance is requested/granted,
will riot aulomatically entila me Tor recalving of continuing the sald assistance. The decision {or granting andl/or eanlinuing the assistance will rest solaky
wilh ihe Trustees of Koshika Foundation, and thair decision & this regard will ba fina! and accepiable o me,
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AGREEMENT by HOSPITAL (wemmt 50 Wil )

By affixing hareunder, signature of our Aulhotised Sigratery for recommending ihis casa/patient for finencial azsistance from Koshika Foundation, wa
{Ha=pilal) hersby affirm & sccept follawing: )

1) that we neither are prasently nor will In future avail of finencial sesistance from anciher NGO or any ather source, for the ssme patient/case, a5 we are
requesting to get from Koshika Foundation, io the extent thal such aseistance is grantad by Koshiks Foundsation, If the requested assistance is not granied
by Koshika Foundation, in part o in full, then the Hospltal reserves [Us right 1o maka up the shortfell from another NGO or any olhar sourcs, This
confimmation essentially states thal the Hospitsl will not avall any duplicate essistance for the same pationticass from any othar NGO or any other source.
2) The assistance from Koshika Foundation |s anly financial In nature, The chelce of the ireatment/procedurs advised/conducted by the Hospltal an (ha
patient, is based on the arrangemsnt botwaan the patient & the Hospital, &nd bs in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole B complets responsibility of the traatmant & il's outceme & safety of the patient, nnd Koshike Foundation will have no rola or responstbiity
in the matier,
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