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DECLARATION by APPLICANT: ST 5m S 7%:

1} 1 heraby confirm ihat all detalls in this Form are True fo the best of my knowledge. Any false sistement will render my Application & ongoing
liable for rejection/cancadation.

2) I solemnily confirm thal ssststance, if received from Koshika Foundation, will be used oply for the “purpose”, as stalid in this Form, for which s

was requestod by me.

) | heraby confirm that | have not & will nat i future, avall of reimbursement, in part o ini fuill, from any olher sourcaemployer/insurance company, of

for which this assistance |s requested.
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AGREEMENT by APPLICANT ( sqtw g wa1)

1) By affixing my signatute or thumb impression on this Form, | [Applicant) hereby agree & suthorise Koshika Foundation and iI's Trustees o
usalpublishiput-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranied. through any
madum, including but not limited to verbal, print, electronic, for soliciting donations fdr Koshika Foundation antdior disseminating information about it's
aciivilizs/achievements, Such use of my photo A detalls can be made by Koshika Foundation bofore or-after my treatment or lulfilment of the “putpase”
for which assistance is being requesiad,

21| {Appiicant) luriher agree that any such use ol my name, address, photo & detalls ol the “purpose”, for which such assistance is requestedigraniad,
will not automatically entiie me for recelving or continuing the said assistanca. Tha dacision for granling andior continuirg the assislance will res! solaly
with ihe Trusleas of Koshika Fourdation, and Iheir decision is this regard will be final and sccepiable 1o me.
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AGREEMENT by HOSPITAL [wiRmE 2RI SRTH)
Bly affising hereunder, signature of our Authorised Signatory for recommending this casaipathent lor financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accep! loflowing:
1) that wa naithes are presently nor will in future-avall of financial assistance from another NGO or any other source, for the same patlent/case, as we are
requesling to get from Koshika Foundation, (o the exten! (hat such ass|stance i granted by Koshika Foundation. If the requested assisiance is nol granted
by Koshika Foundation, in part o In full, then the Hospital reserves it's right io maka up tha shortfall from another NGO or any ofher source, This
confirmation essaniiaily states that the Hospital will not avall any duplicate assislance for the same patlent/cass from any other NGO or any olher source
2) The assistance from Koshika Foundation is only fimancial in nature. The choics of the reatment/procedure advised/conducted by the Hospital on tha
patiant, is based on the arrangemeant batween the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, \he Hoepital wiil

assume sole & complels responsibiiity of the treatment & it's oulcome A safiety of the patient, and Koshika Foundation will have no rale or respansibility
i the matter.
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