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GECLARATION by APPLICANT. smizs gm wwes 91

1)1 hodaty confirm thal af detais in this Form are True to the best of my knowledge . Any feise sisiement will render my Application & ongoing assistance. if any
labig for repectonicanceiation

2} | mohamnly confiem it sssistance, If recerved rom Koshika Foundation, will be used only for the “purpose’. as stated by this Form, for which such assstance
was requesied by me.

3) | hereby conliem thart | have rot & will not in luture, svall of reimbursement. in pan of i full, rom any other sourcalemployerinaurance company, of the arouni
fot which this assstance is reguesied.
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AGREEMENT by APPLICANT (swiee g %)

1] By attmng my signature or hamb impression on this Form, | (Applicant) hereby agree & authorise Koshia Foundation and IN's Trustees to
use/publshipul-up/reprotuce my nama, address, photo & details of the “purpose”, Tor which such assintance |s requesiadigranted, through any
madium, including but not imited 1o verbal, prind, slecifonic, Tor soliciling donations for Koshika Foundalion andior dissaminating informalion sbout It's

scivliewachievaments. Such use of my phato & details can be made by Koshika Foundation bafore o afler (7 *reatment of hulimaent of the “purposs”
for which ssilslance s being fequesied

2} | (Apphcant) further agred That any such use of my name, address. photo & detalls of the "purpose”. for which auch assistance is requested/granied,
will mol automatically entitle me for recaiving or continuing the said assistance. The decision for granting andior conlinuing e assistance will rest sokely
wilh e Trusless of Koshiua Foundation, and their decislon | this regard will be final and sccepiable io me
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AGREEMENT by HOSPITAL (wemm g w1T)
By affiung herouncer. sgnalure of our Authonsed Sgnatory for recommending this cassipatient for inanoal assistance from Koshika Foundation, we
(Hosgiital) horatry a%im & scoep lollawing
1) that we neither are presently nos will in future avail of Gnancial assislance from another NGO or any ofher source, for the same patienticase, as we ane
raguesling to gel rom Koshiks Foundatbion, to the exent thal such assistance is granted by Koshika Foundation. If the requasied assislance is nol granted
by Hoshika Foundation, o part or in full, then the Hospital ressoves iCs right 1o make up the shorifall from another NGO or any other source. This
canlirmation essenbally steles that the Hosplisl will nol svall any duplicste assistance for the sama pallsntcase from any othet NGO o any olhar source
2] Tha assistance from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advised/conductad by the Hospital on the
patianil, is based on e srrangemant batwean B pationt & the Hospital, and is in no way influenced by Koshiks Foundation. Hence. the Hospital wil

gsseme sole & compiste respongibiity of the treatment & it's outonme & safety of the patient, and Koshila Foundation will have na role or responsibsity
in the mathar
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