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DECLARATION by APPLICANT: siees o whvw o

1) | hereby confier that sll detels in this Form ate True o the best of my knowledge. Any false statement will render my Application & ongolng assistance, If ary,
katle for rajectionicanceliation,

2} | solemnly conflrn thal asalstance. If recehved from Moshiica Foundetion, will be used only for the “purpose”, ae stated in s Form, lor which such ossstance

was requesied by me.

3) | hereby confrm atl | have not & will pot In future, svail of reimbursement, n part o in full, from any other sowealemployedfinsurance company, of the amount|

for which this essistance & requested.
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AGREEMENT by APPLICANT ( 5m=s 57 %)

1) By affxing my signature or thumb impression on this Form, | (Apoiicant) hersby agroe & authorise Knshiks Foundation and If's Trustees o

usepublish/put-upimproduce my name, address, photo & detads of the “purpose”, for which such sssistance s reguestedigranted, through any

mdium, inclading bul not imited Lo varbal, print, slectronle, for soliciing donatians for Koshiia Foundalion andlor disseminating information aboul if's

sctivilties/achievements. Such use of my pholo & details can be made by Koshika Foundation before or ater my ireatment or fulliment of the *purpose”

for which assistance is being requested.

211 [Apphcant) further agreo that any auch use of my namae, address, pholo & datalls of the “purposs”, fof which such sssesiance |5 requesiedigranied,

will not putomatically entite ma for recedving or confinuing the zald assistance. The docision for granting andlor continuing the assistance will rest solely

with the Trustess of Koshika Foundation, and thelr daclalon [a this regand will be linal and acceptable to ma.
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AGREEMENT by HOSPITAL (yemss on WU

By affixing horeunder, signaiure of our Authorised Signatery lor recommending this case/patieni for financinl assistance from Koshika Foundation, we
{Hospits!) hereby sfirm & acoept following:

1) that we nefhor sre presantly nos will in future avall of inanclal nssistence fom another NGO or sny ofher source, for the same patienticase, By we Bre
requesting to gat from Koshika Foundation, to the sxlent that such assistance is grantod by Koshiks Foundetion. If the requested assistance i not grantsd
by Keoshika Foundation, in part or in full, then the Hospital reserves il's right o maks up the sharifall from anothar NGO o any othes sousce. This
confirmation essentially states thal the Hospital will not avall any duplicste sssistance for the same palient/oese from any other NGO or any other sourcs,
2) The sssistance from Koshika Foundation is anly financial in nalure. The choles of the trestmeniliprocedure advised/conducted by the Hospliial on the
patient, is based on the amangement between the patient & the Hospital, and & In no way influenced by Koshika Foundation. Hance, the Hospétal will

nssume sole & complale responsibiity of the reatment & it's outcome & salety of the pabant, snd Koshika Foundatian will heve no role o responsibility
in the matter.
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