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DECLARATION by APPLICANT: =rmE @ i wa:

1) | hereby confirm that all details In this Form are True fo tha best of my knowtedge. Any false statement will render my Application & ongaing assistance, i any,
lighle for rejecion/cancedation,

2} L solamnly confirm that assistance, [f received from Koshika Foundatian, will be used only for the "purpese”, a5 stated in this Form, for which stich assisiance
wag requisied by me,

3) L hareby confirm that | hava not & wll not in Riture, avail of reimbursement, in pant o in ful, from any Gthar sourcalamployerfinsurance company, of the amount
for which this aseistanons & reguested
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1) By affixing my signatuse or thumb impression on this Form, | (Applicant) hereby agree & aultiorise Koshika Foundalion and it's Trustess to
wse/publishipui-up/repraduce my name, address. photo & datais of the “purpose’, for which such assistance is requestedigranted, through any
madiim, inciudifg bul not limlied 9 varbal, print, elscironis, for sollciting donations lor Koshiks Foundation and'os disseminating Infermation about i's

sctivitieslachievements. Such use ol my photo & detalis can be mads by Koshika Foundallon bolore of after my treatment or fulfifment of the *purpose”
for which agsistance b= being requested.

2) | {Applicant) tirther agres hal sny such use of my nama, sddress, phote & details of the "purpose”, for which such essistance is requestedigranted,
will not autamaticaily enitle me for recelving or conliniing the said assisiance. The declston for granting andfer continulng the assistance will rest solaly
will the Truglees of Koshiks Foundation, snd thefr dectsion is hiz regard will be final and ocoepiable 1o me.
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AGREEMENT by HOSPITAL (Topma 3m F07)

8y affixing hereunder, slgnature of our Autharised Sigmatory for recommending this case/pafient Tor financial assistance from Koshika Foundation, wa
{Hospitel) herehy affirm & accept following:

1) that we neithier are presently nor will In future avall of Tinanclal assistance from another NGO or any other sourcs, for the same patisnt/case, as we ara
requesting to get from Koshika Foundation, ta the axtent that such assisiance is granted by Koshika Foundation, II the requested assistanas Is not granied
by Hoshika Foundalion, in part arin full, then the Hospital raserves I's fight to make up the shartfall from anoiter NGO or any other source. This
confirmation essantielly sistes thal the Hospital will not aveil any duplicete essistance for the same palientcaes from any other NGO or any other source.
2} The azsistance from Koshika Faundation ks anly financial In nature. The cholce of ife treatment{procedure advised/conducted by the Hospltal on the
petient, i3 basad on the srangamont batween the patient & the Haapilal, snd s inno way influsnced by Koshika Foundation. Hence, the Hospital will

asaume sole & complels respansibiity of the treatment & I1's oulcome & safely of the palient, and Moshiks Foundation will have na role ar responsibllity
n the matier,
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