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DECLARATION by APELICANT: Srew g Wi uy:

1) | hereby confirm that all cetads in this Form are True 1o the best of my knowiedge. Any false statement will render my Application & ongoing assistanee, if any,
lisbie for rejection/cancelliation,

2) | solemnly conlirm that assistance, if recelved from Koshia Foundatlen, will be used only for the *purpase”, as stated In this Form, for which such assistance
wis reguesied by me.

3} | haraby condiem that | have nok & will not in fulure, pvail of reimbursemen, in pard or in lull, frem any other socrce/amplayesfinsurance company, of the amoun
for which this aasistanos iy requested.
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1} By aMixing my signature or thumb impression on this Form, | (Applican) hereby agres & authorise Koshiks Foundation and s Trusiees io
sefpublishipul-upireproduce my nema, sddress; pholo & detalls of the "purpose”, for which such assistance Is requestedigranted, through any
medium, including bul ot limited o verbal, print, siectonic, for seliciing donatlons for Keshika Foundation sndior disseminaling information aboul It's
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wilh the Trustess of Koshika Foundalion, and their decision is this regard will ba final ond acceptable o me
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AGREEMENT by HOSPITAL (wimmea 30 Fa1)
By affixing hereunder, signaturm of our Autharised Signatory for recommaending this case/palient for inancial assisiance lrom Koshika Foundation, we
[Hosplial) hareby affirm & accapt Tollowing:
1] that we hisithes are presently foe will 0 futute avall of flinencisl assistance from another NGO or any other source, for e ssme palisnticose, 8 we o
requesting lo got from Koshike Foundation, 1o the cxtent that such assistance is granied by Koshika Foundation. If the requested assistance is nol granted
by Koshilka Foundation, n part or 15 full, then the Hospital raserves i's rght to make up the shortfall from another NGO or any offer saurce. This
confirmation essentinlly states that the Hospital will not avail any duplicale assistance for the same patient/casa from any other NGO or sny othar source
2] Tha assistance from Koshika Foundation is only financial in naturd. The choice of the treatment/procedurs atwisad/conductad by he Haspilal on he
patiant, is based on the amangement betwasn tha patiant & the Hospital, and iz in no way influanced by Koshika Foundation. Hence., the Hospital wil
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