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DECLARATION by APPLICANT: STHT% 71 WWW W3:

1) | hereby confirm that ail cetads in this Form ane True 10 the best of my knowledas. Any felse sinterment will render my Application & ongaing assistance. if any,
listila for rejechon'cancelialion

2} | solermemly confirm that sssistance, f rocowed from Koshia Foundaton, will be used only for the “purpose”. a8 staied n tis Form, for which such sssistance
was requesied by me

3) | neraty confim Tt | nave not & will not in future, avail of remmbursesmient, in part or i full, from any other source/employerinsumnce company, of the amownt
for which this sssislance = requeshed
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AGREEMENT by APPLICANT (soats 1 577)

1) By affixrg my sigrature of thumb impression on this Form, | (Applicant) hereby sgree & authorise Koshika Foundalion and iI's Trusiees to

use/publish/put-uplreproduce my nama, sddress, phato & detais of the ‘purpose”. Tor which such assislance is requesied/granted, through any

medium, ncluging bt ot imited 1o verbai, print, electronic, for solicifing donations for Kashika Foundaton andior disseminating information about I's

actitioslachisvements, Such use of my phote B detalls can be made by Koshika Foundation before o after my treatment ar fullliment of the “purpose”

for which assisiznce & being requested.

2) | (Agplicant) further sgreo thal any such use of my name, address, pholo & deteils of the “purpose”, for which such nssistance (s requestad/granted,

will not automatically entitle me for recelving or continuing the said assistance. The decision for granting sndfor confinuing the assistance will res! solefy

with the Trusises of Koshika Faundation, and thelr decision |a this regard will ba final and acceptable to me.
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AGREEMENT by HOSPITAL (wwmm pu %u1)

By affixing harsunder, signature of out Autharised Signatory for recommending this caneipatient for financial assistance from Koshika Foundatian, we
(Hospital} hereby affirm & accept following:

1)t we nelther are presendy nor will in fulure sval of fnancial sssistance from another NGO or any ofher source, for the same patenicase, Os we are
reguesting 1o gel from Koshika Foundation, io the extent that such assistance is grantod by Koeshika Foundation. If the requesiad assisiance i not graniad
by Konhike Foundation, @ part o in full, then the Hospitsl ressrves it's ight lo make up the shorifall from anothar NGO or any other source, This
confirmation essentially states that the Hospital will nol avall any duplicate assistance for the same patiant/case from ary other NGO or any ofhar source
2} The assistance fram Koshike Foundabion is only financial in nature The choice of the treatment/procedurs advised/conducted by the Hospital on the
patenl, is based on the amangemant batween the pafient & the Hospital, and i in no way inflisnced by Koshika Foundation. Hence, the Hospital wil
pasume soks & complate responsibility of the treatment & it's culcome & safaty of the patient, and Koshika Foundation will have no role o responsibility
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