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DECLARATION by APPLIGANT: aew % s 9%

1} | hergby confirm that all details in this Form are True to the best of my knowledge. Any false stalement will rendar my Application &
fiabie lor refectionicanceliation.

2) | solsmnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose”, as stated in this Form, for

was requested by ma,

3} | hereby confirm that | have not & will not in future, avall of reimbursament, in part or in full, from any other sourcelemployerinsurance o

for which this assistance is requested
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AGREEMENT by APPLICANT (33t 11 %17) \

1} By alfixing my signalure or thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and II's Truslees o
usa/publishiput-uplreproduce my name, address, photo & details of the "purpase”, for which such assistance is requesiedigraniad, through any
medium, Including but not imited 1 verbal, print, elestronic, for soficiting donations for Koshika Foundation and/or disgeminaling information aboul it's
activifiestachievements, Such use of my photo & details can be made by Koshika Foundation befare or afler my teatment or fulfilment of the “pumpase’
for which assistance is being requestad

27 | (Applicant) further agree that any such use of my name, address, pholo & details of the "purpose’, for which such assistance is requestadigranted,
will not automiatically enlitie me for recelving or continuing the sald assiatancs. The decision for granting and/or continuing the-assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptisble 1o me,
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AGREEMENT by HOSPITAL (¥enmis B W)
By affiing hereundar, signature of our Authorised Signatory for recommending this case/palient for financial assmtance from Koshika Foundation, we
{Hospital) hareby affirm & accept following:
.| +1) that we neither are prasently nor will in tuture avall of financlal assistance from another NGO or any other source, for the same patientidase, as we are
requesting to got from Koshika Foundation, 1o Ihe extent that such assistance is graniad by Koshika Foundaton. |f the requestod sssistance is nol gramed
by Koshiks Foundation, in part or in full, then the Hospital ressrves Il's right 1o make up the shortfall from angther NGO or any other source. This
confirmation essenially stales that the Hospital will not avall any duplicate assistance for the same patienticasa from any other NGO of any other sourcs,
2) The assistance from Koshika Foundation is only financial in nature, The cholce of the reatment/procedure advised/conducted by the Hospital on the
patiant, is based on the arangement between the patiant & the Hospital, and s In no way Influenced by Keshika Foundation. Hence, the Hoapital will
assume sole & complets responsibility of the treatment & it's outcome 8 safety of the patient, and Keshika Foundation will have no role or responslbility
in the matier.
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