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DECLARATION by APPLICANT: ST TR W o

1)L hereby canlirm that sl datafs in this Ferm are True to the best of my knowladgs, Any false statement will render my Application & ongaing assistance, if any,
limble for rejectionfcancellatir,

2) | salemnly confirm that assistanca, If recsivad from Koshika Foundstion, will be used enly for the “purpese’, as statad in this Form, for which such assistance

was requesied by me:

3} | haraby confirm that | have not & will nat in future, avsil of reimbursement, i part o in full, from any other sourcalemployeriingurance company, of the amount

for which this aesistance is requestad.
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AGREEMENT by APPLICANT (amme oo =10)

1) By aifixing my skgnature or flumb impression on this Form, | (Applicant) hereby agres & Bulhonse Koshika Foundation and s Tnistees 1o

uselpublish/put-upfreproduce my name, address, photo & detals of the “perpase’, for which soch assistancs i requestedigranted, through any

medilim, including bul nat limited to verbal, print. slectronic, for soliching dorations for Kashiks Foundation andfor disseminating information about it's

activitesfaohisvements. Such use of my photo & detalls can be made by Koshika Feundation before or allar my treatment ar fulliiment of the "purpose”

for which assistance is being reguested

2) | {Applicant) further agres that any such uss of my name, address, photo & details of the “purpose”, for which sugh essistance is requested/granted,

will nat sutomatically entitle me for roceiving or continuing tha ssid assistance. The decision for granting andlor continuing the assistance will rest solaly

with the Trustees of Koshika Foundation, and their decision i this regard will ba final and accepieble lo me.
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AGREEMENT by HOSPITAL (wemm oo =m)
By sffixing hereunder, signature of sur Authorised Signstory for recommending this casa/patiant for financial assistance from Koshika Foundstion, we
[Hospital} hereby affirm & accepl lallowing:
1) thal we naltber sre presantly nor will in future avail of financial assistance fiom anathar NGO or any other source, for the same patisntioase. g5 we 818
requesting to get from Koshika Foundation, to the extent Ihat such assizlance is grantad by Koshike Foundation, If the requested assistance is not granted
by Koehika Foundation, In part or In full, then the Hospltal reserves it's right to make up e shorifzll from another NGO or any other source, This
confimation assantially states thal the Hospiis! wili not avall any duplicate 2sslstance fof thas =ama patisnt/case from any other NGO or any ather sourca,
2} The assistance from Koshiks Foundation is only finencial in nature, The ehales of the tredtment/orocedure sdvised/conductad by the Hospltal on the
patiant, s bassd on the arrangement between the patient & the Hospltsl, and s in na way Mfluenced by Koshiks Foundation, Hences, the Hospital will

Belme sole & complata responsibility of the restment & it's autcome & seiely of the patlent, end Koshiks Foundation wil have na reke ar responsibllity
Ir the maller,
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