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DECLARATION by APPLICANT: 5<% B Wuwm a9

1} 1 hereby eonfirm thal all details in fhis Farm ara Trua 1o the best of my knowledge: Any false stalsment will render my Aopiication & ongoing assistance, if any,
ligbia for rajactonicancallzion.

2} I solemnly confirm that assistunce, If recelved from Koshika Foundation, will b= used only for the “purpose”, as ststed in this Form, far which such sssistance

was requesled by ma.

3} 1 hereby confirm that | have not & will notin future, avall of reimburssment, In part ar In full, from any other scurcalemployerinsurance company, of the amourt

for which this assstance |s requasied.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agrae & autherigs Koshila Foundalion and its Tristess o
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with the Trustees of Koshika Foundation, and their decision is this regard will ba final and acoeptable to me.
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AGREEMENT by HOSPITAL | romm B7 =17
By affiking harednder. signature of our Authorised Signatory for racommending this cass!patient for finanslal geslstanns fram Koshika Foundation, wa
{Haospital] kereby alfirm & accept following:
1) that we naither are presenily nor will In future avail of finsncial pesistancs from snothar NGO ar any other solrce, for the same patisnticase, a5 we are
raquesting to get from Kazhika Foundation, to the exient that such assistance is granted by Koshika Foundstion. If the reglesied assistance i not orantad
by Koshika Foundation, in part or in full, than the Hoapital reservas Il's right to make up the shorifall fram enother NGO ar any other source, This
confirmation essantislly states thal the Hospital will not avail any dupliceie assistance lor the same pationticese from &ny offer NGO of any other source.
2] The assistance from Keshidz Foundation is only financial in natute. The choice of the realmanlprocedure advisediconduted by tho Hospital an the
patlenl, i based on the arrangement betwaen the patlent & the Huspltal and |s in no way Influsnced by Koshika Foundalion. Hence, the Hespital wil
astume sole & complale responsibility of the freatmant & it's cutcome & safety of the patient, and Keehika Feundation will kave ro fmole ar rasponsibiiity
in the malter.
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