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DECLARATION by APPLICANT: e g9 i 3:

1} Ihereby confinm that 2l details in this Form are True o the best of my knowledge. Any false statemant will rendar my Application & ongoing assistance, if any,
ligtle for rejectioncanceliation.

2} 1 salemnly conlivm that sasistance, |f recuved from Koshika Foundafion, will ba used only for the "purposs®, ex slaled in this Farm, for which such assistance
was-requasied by me.

3} ttiareby confirm thal | have not & will rotin futurs, avall of reimbursement, in gart orin full, fram any ether souresfemployen|nsurance company, of the amount
fiar which this essistance 15 requested.
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AGREEMENT by APPLICANT (sme% g0 %07)

1) By affixing my signature or thumb mmpression on this Foom, | (Applicant) hereby sgres & aulhorss Koshike Foundaticn and it's Trustess ta

use/publishipul-up'reproduce my name, address, photo & details of the “purposs”, far which such assistance Is requested/granted, through any

madium, including bul nat imited 1o varbal, print, electronio, for soiiviting denations for Keshika Foundallon and'or dissaminating infarmation about s

activitiesiachievernsnls. Such use of my photo & detalis can be mede by Koohika Foundation before or aftor my Ureatmant or lullliment of the *purpose”
far which assistance i baing reguesied,

2} | (Applicant) lurther agrss that any sich uss ef my name, address, phato & cetails of the “purpose”, for which such assislance is requested/granted,
will not sutomatically entitle me for receiving or continuing the said assistanos, The deockslon for granting andior aonlinuing the assistance will restsolaly
with the Trusteas of Koehika Foundation, 2nd Ihgir declsion s this regasd will be final and acceptable to me.
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AGREEMENT by HOSPITAL (%358 B %)

By affixing hereimdas, signature of our Authorisad Signatory for recommending this caseipatient for ingncial assictance from Koshika Foondation, we
(Hospltal) hereby aftirm & accept lollowing:

1) thal we nellker ara prasanily nof will in futura avall of fingncial aseistance from anathar NGO or any olher source, Tor tha same p-ulllanr.fma, HE WE 3i8
requesting to gol lrom Koshika Foundation, (o the extent that such sssistance s granted by Keshika Feundation. If the requested assistance is pot granted
by Keshika Foundstion, In part erin full, then the Hospital resarves s rght to make up the shortfall from another NGO or sny other saurcd. This
confirmation easenfiaily states that ths Haspital will not avall any dupllcate assistance for the same patisnlicase from eny other NGO or any othar sourcs.
2} The assisiance from Kashika Foundation |3 only financial in nature, The choice of the Featmant/procedusns advisad/conducted by the Huﬁpiigl an the
patiant, is based on the arapgement between the patlent & the Hospital, and 1s In no way influenced by Koshike Foundation. Hanoe, the Hospital ‘-}Hlll
gssume spis & complete responaibility of the treatment & it's outoome & safsly of fiw patient, and Koshike Foundation will have no rale or responsibility
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