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DECLARATION by APPLICANT: S B wiven Tv;

1) | herebl confirm that all detalls in this Form are True to the best of my knowledge, Any lalse statament will render my Apphication & ongoing aseistance, [ any,
lahie for reection/tancealiation,

2} | soleminly confirm that assistance., i received from Koshika Foundation, will be uséd only for the "purpose”, as stated In this Form, for which such assisiance

wag requetied by ma

3) | hereby confirm hat | have dot & will nat in fulure, avail of relmbursement, in part or in full, from any ather soufce/employerinsurance company, of the amount
for which this azsetance is requestad
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1] By aflieing my signalure or thumb impression on this Form, | (Applicant) hereby agree & aulhonss Koshika Foundation and 1's Trustoes (o

uzafpublishiput-upireproduce my name, sddress, photo & detells of the “purpose”, for which such assistance s requested/granted, through any

mediem, including but net limited lo verbal, print, electronic, lor solicliing donations lor Koshika Foundailon andlor disseminating information sbaut it's

solivities/achisvemants. Such use of my phota & datails can be made by Koshika Foundation befors or aftar my treatment ar fulfiimant of the “purpose”
for which assislance is being requestad.

2 | {Applicant) further agrae that any such use of my name, addrass, photo & delails of the “purpose”, for which such assislance is requestedigranied,
will nat autematically entitle ma for receiving or continuing the said essistance. The decision for granting andlor continuing the assistance will rest solely
with the Trustess of Koshika Foundation, and thair decision is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (wwme g0 &)

By affixing hereunder, signalure of our Authorised Signatory for recommeanding this casa/patient for financial assistance from Koshika Foundation, we
[Hospital] harety affirm & accept following:

1} thl we neither are presently nor will in fulure svall of inancial essistance from anoftet NGO or any olber source, for ihe same palienl'case, as we are
requasting o gel from Koshika Foundation, 1o the extent that such assistance s granted by Kashika Foundation. If the requestad assistance is nol grantad
by Koshiks Foiundation, In part orin full, then the Hospital reserves it's right to maka up the shortfall from another NGO or any other sourcs. This
confirmation essantislly wiates thal the Hospital will not avail any duplicate assistance for (ha same patienticase from any athar NGO or any other source.
2) The gaakstance from Koshika Foundation |8 only fnancial in natura. The cholea of the treatment/procedure atvisediconducted by the Hospltal an tha
patienl, is basad on the arangament batween the patlant & tha Hospital, and is In no way influanced by Koshika Foundation. Hance, the Hospltal will
pusyma sole & ocomplets responsibility of the treatment & it's outoome & safely of the patent, end Koahika Foundation will have no role or responsioilily
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