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DECLARATION by APPLICANT: SHATE T oo o

1} | heraby confirm thal all detalls in this Form are True (o the best of my knowledge. Any lalse statement will render my Application & ongolng
liabfe lor refection/canceliation.

2} | solemnly condirm that assistance, 7 received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such

wis requestad by me,

3) | hereby confirm that | kave not & will not in future, svall of reimbursemaent, in part or in full, from any other sourcetsmployedinsurance company, of the

for which this assistance is requested,
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AGREEMENT by APPLICANT ( syaes: g wit)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Hoshika Foundation and if's Trustees 1o

usefpublishiput-upireproduce my name, address, pholo & details of the “purpose”, for which such assistance |s requested/granted, through any

medium, including but not Bmited |o verbal, print, electionic, for sollcliing donstians for Koshika Foundation andlor disseminaling Information aboul it's

activitins/achiovemants, Such use of my photo & detally can be made by Koshlka Foundation belore or after my treatment o ullibment of ke "purpose”™
for which assistance Is being requested.

2) | (Applicant) lurther @gres that any such use af my namas, address, photo & detalls of the “purpose”, for which such assistance is requesiedigrantad,
will ol @ilomatically eniitle me for recsiving of conlinuing the sald assistance. The decision for granting andlor continuing the aesistance will rest solely
with the Trustess of Koshike Foundation, and thafr docision is this regard will be final and sccaptable 1o me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
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by HOSPITAL (Fermm &m wul)

By alfixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshiks Foundation, we
{Hospltal) heraby affirm & accept following!

| 1) that wa neither sre presently nor will in fulure avail of financial assistance from another NGO or any ather source, for (he same palienticose, as we are
requesting to gel from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If Ihe requested assistanco is not granted
by Koshika Foundation, in pan or in full, then the Hospital reserves It's right 1o make up (he shaortlsll from another NGO or any other source, This
confirmation essentially slates thal the Hospital wil notl avall any duplicale assistance for the same patient/case from any olher NGO or any other source,
2) The assistance from Koshika Foundation is only financial in nalure. The choice of the Irealment/procedure advised/conducied by the Hospital on the
patient, Is sased on the arrangement between the patient & the Hospital, and is in no way Influenced by Koshika Foundation, Henca, the Hospital will
assurme sols & complets responsibility of the trestment & it's outcome & safety of the patient, and Koshiks Foundation will have no role of responsibilty
in the mattar.
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