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DECLARATION by APPLICANT: SETH Em W 79

1} | herety confirm that all detalls in this Form are Trua 1o the best of my knowledge. Any false slatement will render my Application & angaing assistance, If any,
llzabobe foor 0,

2) | solemnly confirm that assistance, f received from Koehika Foundation, will be used only for the "purpase”, as stated in this Form, for which such assistance

Wik requasied by me,

3) | hereby confirm ot | have nol & will rod in fulure, avail of reimbursement, in part or in full, fram any other sourcefamployerinsurance company, of the amount

far which this assistance is requested.
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AGREEMENT by APPLICANT (s g =m)
1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise J'tm{l'ma Foundation and it's Trustees io
use/publishipul-up/reproduce my name, address, pholo & detalls of fhe “purpose”, for which such assistance |s requestedigranted, through any
medium, including but not limited fo verbal, prinl, slectronie, for soliciting donations for Koshika Foundation and/or disseminaling infermation sbout it's

agtivilies/achiovements. Such use of my photo & details can ba made by Koshika Foundation before or after my treatment ar fulfilment of the “purposs”
for which assistance Is being requested.

2) | (Applicant) further agrea thal any such uss of iy name, addrass, pholo & datails of the purpose”, for which such assistance |s reguesiedigranted,
will not automatically entitle ma for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will res! salely
wilh the Trustess of Koshika Foundation, and thelr decision is this regard will be final and accaptable to me,
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (T&mm &0 %)
By sffixing hersunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundstion, we
{Hospital) hereby affirm & accept following:
1) that we nofther are presently nor will in future svall of inencial essistance from another NGO or any other source, far (he sama patisnt'case, Bs we are
requesting (o gel from Koshika Foundation, to the exdent that such assistance is granted by Koshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part or In full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospltal will not avall any duplicale assistance for the same patient/cese from any other NGO or any other source
2] The assistanca from Koshika Foundation is onfy financial in nature. The choloe of the Ireatment/procedurs advised/conducted by the Hoapita! on the
patien, is based on (he arangement batween the patient & tha Hospital, @nd |s In no way Influanced by Kashika Foundation, Hencs, the Hospltal will

assume sole & complete responsibility of the trestment & il's cutcome & safiety of the patient, and Koshika Foundation will have no rale or resgonsibility
in the mattar
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