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DECLARATION by APPLICANT: s g W wi:

1lmmﬁmmum4nm Form are True fo the best of my knowledge. Any faise statement will render my Applicaiion & engoing assisiance, If any,
remctiondcancetlation,

2) | solemnly confirm ihat sasistance. |f received from Koshika Foundation, will be used oniy for the “purposa”, as stated in this Form, for which such ssaintance

wias requesied by me

3} | ety confirm fhat | hane not 8 will not in future. avail of reimburssment, in pan or in hull, from any other sourca/smployerfineurance company, of ths amount
foor which this masksimnce & requoenied
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AGREEMENT by APPLICANT ( so#es g ®77)

1} By affxing my signature or thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and 1's Trustees 1o
usa/publishipul-upireproduce my name, address, pholo & detalls of the "purpose”, for which such assistance s requested/granied, through any
madium, including bul not imited 1o verbal, print, slectronic, for soliciling donations for Koshiks Foundation and/of disseminating information sbout it's
activilles/achisvomenis. Such use of my photo 4 detalls can be made by Koshiks Foundation bafore or afier my treatment or fulfiimant of the “purpose”
for which assistance is being requesiod
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will nol sulomatically onfitlo me for recalving or continuing the sald assistance. The dacision for granting andor continuing the nesistancs will fosl solely
with Ihe Trustees of Koshiks Foundation. and thair decigion is this regard will be final and accepiable o me
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AGREEMENT by HOSPITAL (veme 20 =a1)

By affining hireundar, sgnature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
[Hospital) hereby afirm & acoept following:

1) that we nelther are presanty nor will in future avail of financlal essistance from snother NGO or any other source, for the same patient/case, &S we &
reguonting to gal from Koshika Foundation, lo the extent thal such assistance s granted by Koshika Foundation. If the requested assistance |8 nol granted
by Koahika Foundation, in part or in full, then the Hospital reserves [t's right o make up the shortfall from another NGO or amy other source. This
confirmation sssantinlly states that the Hospital will not avedl any duplicate sssistance for the same patient/case from amy othet NGO o any ofhet source
2} The assislance from Koshika Foundation is only financinl in nature, The choice of the treatmentprocedure advivad/oenducted by the Hospital on the
patiant. is basad on tho armngoment between the patient & tha Hospital, and is in no way influenced by Koshikn Foundation. Henca, tha Hoapital will
Immﬂﬂ?limﬂﬂmﬂhdhhﬂ“iﬂﬁmmn & safety of the patheni, nnd Koshikn Foundation will haeve na role or responsibility
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