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DECLARATION by APPLICANT: 3 3mm i o

111 herety confirm that all defails in this Form are True to the best of my knowledge, Any false stalement will rander my Appiication & ongoi
liable for rejection/cancediation.

2} | selemnly corfirm that assistance, |f recaived from Hoshika Foundation, will be used only for the "purposa”, as stated In this Form, for which

was requested by me

3) | hereby conflem that 1 have not & will not in future, avail of reimbursement, in part or in full, fram any ciher sourca/employerinsursnce company,

for whith this assistance |5 requested,
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AGREEMENT by APPLICANT (smes E1 %11) h

1) By affixing my s|gnature or thumb impressicn on this Form, | {Applicant) hereby agree & authorlse Koshlka Foundalion and s Trustees o
use/publishiput-uplreproduce my name, address, photo & detalls of ihe *purpose”, for which such assistance Is requerstad/granted, Ihrough any
madium, including but not limited 1o verbai, print, electronis, for soliclling donations for Koshika Feundalion andfor disseminating information aboul it's
activitiasiachlovements, Such use of my pholo & dotails can be made by Koshika Foundation before or after my reatment of fulfiment ol the “purpose’
for which assistance is being requested.

2 | {Applicant) further agree thal any such use of my name, address, phito & details of ihe “putpose”, for which such assistance is requested/grantsd,
will nol autgmatically entille me for receiving or continuing the sald assistance, The decigion for granting andior continuing the assistance will rest solely
with Tha Truslses of Kdshika Foundation, and their decision is this regard will be final and acceplable to me.
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AGREEMENT by HOSPITAL (¥Pm §FT %)
By affixing hereunder, signaturs of our Authorised Signatory for recommending this coaeipationt lor financial assistance Irom Koshika Fountation, we
(Hospital) hereby affirm & accept following:
1) that we neither are prasently nor will in future avail of financial assistance from ancthar NGO or any other source, for the same patient/cases, o5 we are
requesling o get from Koshika Foundation, 1o {he sxtent that such assistancs is granted by Koshika Foundation. If the requested assistance is not granfed
by Koshika Foundation, in part of in full, than the Hospital reserves it's right to make up tha shortfall from apother NGO or any other source, This
canfirmation esseniially states that the Hospltal wilt not avall any duplicate assistance for the same patient/case fram any othar NGO or any other sourcs,
2) The assistance from Keshika Foundation is only financial in nature. The choice of the treatmantprocedure advised/conducted by the Hospital on the
patient, Is based of the amangement batween the patlent & tha Hospital, and is In no way influenced by Koshika Foundation, Hance, the Hospital will
assume sole & complete responsibility of the treatment & it's cutcome & safely of the patient, ond Koshika Foundation will have no role or responsibility
in the matiar.
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