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DECLARATION by APPLICANT: ST BM s 97

1] | neraby confirm that all details in this Form are True to the best of my kaowledge. Any false statement will render my Appilestion & ongoing assistance, if any,
liable for rejeciion/cancedllation

2) | salemnly corfirm that assistance, i recetved from Koshike Foundation, will be usad only for tha *purpose”, s stated in this Farm, for which such assistancs
was requesied by me

3) | hareby conlitm that | bave not & will nol in luturs, avall of reimbursament, in part or in full, from any other sourcelemplovesinsurance company, of tha amoun
fur which this assistance s requesied
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11 By affixing my signature or thumb impression on this Form, | (Appllcant) heveby sgrae & authoriss Koshika Foundation and it's Trustees 1o

usel publishipul-upiroproduce my name, sddress, photo & details of the “purpose”, for which such assistance is requestedigranted, throwgh any

migdim, including bt pot Bmited to verbal, print, slsctranic, for saliciting donations for Koshika Foundation and/or disseminating infarmation abait it's

activities/achisvements. Such use of my photo & delails can be made by Koshika Foundalion befome or after my treatment of fullifmeant of Ihe “purpose”
far which assistance s being requesied.
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with the Trugslees ol Koshika Foundalon, and thelr decision is this regard will b final and acceptable 1o ma
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AGREEMENT by HOSPITAL (w5 Eme 59 ®IH)
Sy aMning hereundar, sigratune of aur Autherized Signatory for recommanding this cass/patient for financial assistance from Keghika Foundation, we
(Hospital) hereby affirm & accept fallowing:
1) thol we neither are presenty nor will in future avall of financial assistante from another NGO or any othar source, for the sams patient/case, 0% we are
requesting fo get from Koshika Foundation, to the extent that such assistance ks granted by Koshika Foundation. |T the requested assistance s not granied
by Keshika Foundafion, in part or in full, then the Hospltal reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essenfially states thet the Hosplial will not avall any duplicate assistance far the same patient'case from any othar NGO or any ather source
2} The assistancs from Kashika Foundation ie only financial in nature. The cholce of the reatment/procedure advisediconducted by the Hospilal on the
patlent, is hased on the srrangement betvwasn the patient & the Hospital, and ks in no way influenced by Koshiks Foundation, Hence, the Hospltal will

nEsuma sole & complele responaibility of the treatmant & it's oulcoma & safety of the pallant, and Koshika Foundation will hawe no role or responsibility
in the matter
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