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DECLARATION by APPLICANT: siie® wm wiww w:
1) | hereby confirm ihat @l detalls in this Form are True (o the best of my knowledge. Any false statement will render my Application & ongoing assistance, If any.
liable for rejection/cancetiation.

21 | uolemnly confirm that assistance, if received from Koshike Foundation, will ba used only for this “purpose”, as stated in this Form, for which such assistance
was requesied by ma é

3) | heraby confirm that | have not & will not in ture, avail of reimbursemant, in part ar in full, from any other sourca/employesdfinsurance company, of the amount
for which this assistance is requested
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AGREEMENT by APPLICANT ( smies @0 %ut)

1) By aflxing my signature or thumb impression on this Form, | (Applicant) heraby agree & authodise Koshika Foundation and it's Trustees 1o
use/publishipul-upreproduce my name, address, photo & details of the “purpose”, for which such assistance s requesledigranied, through any
rreadium, Including bul nat limited to verkal, print, ebectronic, for solleiling donations for Keshika Foundation andior disseminating information about Ii's
-aotivitieslachiovaments. Such use of my photo & detalts can be made by Koshike Foundation beforo or after my treatment or fulfiiment of the “purpose”
for which assistance is being requesied,

2) | {Applicant) further agres that any such use of my name, address, phalo & details of the ‘purpose”, for which such sssistance is requestad/granted,
will pot autornaficalty entitle ma for receiving or continuing the said assistance; The decision for granting andior continuing the assistance will rast solafy
with the Trustees of Koshika Foundation, and their declsion s this regasd will be final and acceptable to me.
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AGREEMENT by HOSPITAL (ve=wd 7/ F00)
By affiing hereunder, sigrsture of our Authorised Signatory for recommending this casa/patient for inancial assistancs from Kashika Foundation, we
(Hzspital) hereby affirm & accept following:
1} friat we nallher are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, Bs we are
requesting o gel from Koshika Foundalion, to the extent that such assistance ks granted by Koshika Foundation. If the requested assistance s not granted
by Koshika Foundation, In part of in full, then the Hospital resarves it's right to make up the shortfail from another NGO or any other source. This
confirmation essenlially siates that the Hospital will not evell any duplicats essistance for the same patient’case from any ofher NGO or any other source.
2) Thir assistance from Koshika Foundation is only financial in natune. The choice of the frestmentiprocedurs pdvised/conductad by the Hospital on (he
patient, is based on the amangement between the patient & the Hospltal, and |s in no way influenced by Koshika Foundation. Hence, the Hospital will

asslme sole & complete responsibiiity of the treatment & It's outcome & safety of the patient, and Koshike Foundetion will have no role or responsibility
in ke matier
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