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DECLARATION by APPLIGANT: FeTs mm 99w 79:

1} | hereby cenfirm that all detalls In this Form are True (o the bes! of my knowledge, Any false siatomant will render my Application & angoing assistance, if eny,
lipbia for rejection/cancaliation.

2) | solemnly confinm thal assistance, Freceived from Koshiks Foundation, will be used anty for the “purpoee”, as-statad in this Form, for which such assistance

wag reguesied by me,

) | hesraby confirm that | have not & will natin future, avall of reimburssment, in part & it full, from any other sourcelemplayeriinsurance company, of the amount
fiar which this assistance i5 requesiad.
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1) By affiing my signature or thumb impression on this Form, | (Applicant) hereby agree & autherise Koshiks Foundation and |f's Trustaas ia

use/publi=hiput-upireproduce my name, address, photo & details of the "purpase’, for which such assistance s requestedfaranted, (hrough any

medium, ineluding but nat limited to verbal, prinl, electronie, for sollciting donatlons for Koshika Foundation andfor disseminating Information about it's

aotlvitlesiachisvemenis. Suech use of my phols & detsils cen be mads by Kashlka Faundation before or afier my treatmenl ar luifitment of the *purpose”
for which sssisfance 2 baing requeasted.

2) | (Applizant) lunher agree hat any such vse of fry niame, 2ddress, phols & delalls of the "purpose”, for which such assistance ls renuestadigranted,
will net aulomatioally entille me for recelving or cantinuing the said assistance. The daslskn for granting andiar conlinuing the assistance will resl solaty
with the Trusises of Koshika Foundation, and their decision 13 1his ragard will be Sinal and accoptadio to me.
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AGREEMENT by HOSPITAL [womms g =1
By afixing hareundar. signalure of our Authotised Signalory for recommending this caseipatient for financial assislarce from Koshika Foundation, we
{Hospital) hereby affirm & accept fofiowing:
1) that we neither are presenily nor will In folurs-avaeil of firencial assistance from another NGO o any othar source, for the same patiantcese, as we are
raquesting to get from Koshika Foundation, to the extent that such assisfance is grented by Koshika Foundation, I the requesiod assistancs is not granted
by Keshika Foundation, [n part or In 1ull, then fhe Hesplial reserves It's dght to make up the shoefall from enother NGO or any othar sturce, This
eanfirmatian essantizlly stales that the Hopspiial will nat avall any duplicate assistance for the same patisnticaes from any sther NGO or any other sourcs.
Z) The azaistance from Koshika Foundation is only finencial in mature. The cholce of the reatmentprocedure advised/canduclad by the Hospital an tha
palient, I5 based on the atrangement between the patiant & the Hospltal, and i3 in no wey influsncad by Koshiks Foundation. Hence, the Hospital will

agsume sote & complote regponeibility of the reatment & iU's outcame & safety of the patlant, and Koshiks Foundation will have no rola or responsibility
ler the matter.
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