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DECLARATION by APPLICANT: STWoE 0 W v

1) | herely confitrm that all details in this Form are True 12 the bast of my knowledge. Any falee stalemant will rendar my Application & ongoing assistance, if any, | '
liabie for resechon/cancellation,

) | sndemniy confirm that aesistance, If recalved from Koahika Foundation, will be used only for the “purpose”, as stated in this Form. for which such assistance

was reguested by me.

3) | heraby confirm that | hisve not & will not in future, avail of rimburssmant, in part or in fUl, from sny other sourcafemployerinsurance company, of the smount
{or which this assistance |5 requestsd.
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1) By afMxing my signature o thumb imgression on this Form, | (Applicant) hereby agree & suthorisa Koshika Foundation and If's Trustees ko
use/publishipul-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
mmdiiem, Inchuding Bul not limited to verbal, prinl, eloctronie, for saliciing donalions for Koshika Foundation andior disseminating infermation about I's

acfivities/achievemants. Such use of my photo 5 detalls can bo made by Koshlks Foundation before or afier my treatment or fulliimant of the “purposs”
for which assistance s belng requested.

2) | {Applicant) lurthor agree thal any such usa of my nama, sddress. photo & detalls of the *purpoos”, for which such assistance in requested/granted,

will not sutomatically ertitie me for receiving or continuing the said assistance. The decision for granting end/or continuing the assistance will rest sokaly
with the Trustess of Koshiks Foundation, mnd their decision i this regard will be final snd acoaplable 1o me.
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AGREEMENT by HOBPITAL (wemmm gm wim)
By aMixzing hareundel, & of our Authorised Signatory for recommending this case/patient for financial asaistance from Koshika Foundation, we
(Hospital) hereby affirm & acoapt following:
1) that we nafthes are pressntly nor will In huture avail of financial assistance Irom ancther NGO or sny other source, for the same patientcase, as we are
requesting to get from Koshika Foundation, 1o the extent thal such assistance is granted by Koshika Foundation. If the requestsd assistance is not granted
by Koshika Foundation, In part or in full, then the Hospital reserves it's right to make up the shortall from another NGO o any olher souree. This
confimation assantially states that the Hospital will not avell any duplicete sesistance for the same patient/cases from any olher NGO or any ofher soorce.
2) The assistance from Haoshika Foundation is only financial in nature. The choioe of the treatment/procedurs advisedioonductad by the Hoapital on the
patiant, ls kased on the amangemant betwesn the patiant & the Hospital, and b in no way influsnced by Koshika Foundation. Hanca, the Hospital will

ssume sole & complate responaibllity of the reatment & 1's outooma & safety of the patient, and Koshika Foundation will have no rols or responsibilily
in thea matier.
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