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DECLARATION by APPLICANT: Mmrew gm wmmm o5:

1)1 hereby confinm that all detalls in this Fonm are Trua (o the best of my knowledge. Any false statement will render my Application & ongalng assistance, If any,
liable for rejection/cancelkation

2} | salemnly canfirm that assistanca, if received from Koshika Foundation, will ba Lsed only for the "purpess”, as staied In this Fomm, for which such assistance

wias reguestad by me

3) | horaby confirm thet | have not & wil not in future, avail of rembursement, in part or in full, from any ether sourcalemployerinsurancs company, of the amalnt

for which this assisiance is requested
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AGREEMENT by APPLICANT (=% g %71

1] By affixing my signature or thumi impression on this Form, | (Applcant) hereby agree & authorise Koshika Foundalion and it's Tnesfess to
usalpublishiput-up/reproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranted, Ihrough any
rmedium, inciuding bul nol fimited to verbal, print, electronie, for soliciling donations Jor Koshlka Foundation andior dissaminating infarmation about it
activitleslachiavermants. Such use of my pholo & detalls can be made by Koshika Fourdation before or affer my {reatment or fulfiment of the "purpose”
for which assisianos is being requested

2) | (Applicant) lurther agres that any such use of my name, address, photo & detalls of the “purpose”, lar which such assistance |s requested/granted,
will not awomatically entitie me for receiving or continuing the said assistance. The decision for granling andfor continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision i3 this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (wisms g =7 )
By affixing hereunder, signature of gur Authorised Signatory for recommending this case/paliont for financial assistance from Koshika Foundation, we
|Haospital] hershy sfirm & sceept following:
1) that we neither are presently nof will i/ fuure svall of lnancial assistance from another NGO or any other source, Ior the same patient/case, ns we ane
requesting (o oet from Koshika Foundation, 19 the extant that such assistance is granted by Koshika Foundaton, If the requested assistance is nol graniad
by Koshika Foundation, [n parl ar in full, then the Hospital reserves s right 1o make up the sharfall fram another NGO or any olher source, This
confirmation essantially states that the Hospital will not avail any duplicate assistance for the same patisnt/case fram any other NGO of any other source
2) The pssistence from Koshika Foundation s only Gnancial in nature, Tha chotes of the treatmentprocodurs adwvised/canduclad by the Hospllal on the
patient, s based on the amrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospita! will

asiums sole & complets responsibility of {he traatment & if's outcome & safely of the patienl. and Koshiks Foundation will have no role ar responsitility
in ihe matter
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