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DECLARATION by APPLICANT. s B S 532

1) | hereby confirm that all detalls In this Form are Trug to the bes( of my knowledge. Any failse statement will render my Application & angoing assistance, it any,
liske for rajection/cance|kation.

2) | solamaly confirm thal assistance, f recelved from Koshika Foundafion, will be used only for the "purpose”. as stated in this Form, for which such aesistance

WES requested by ma.

2) | hersbly canfim thal | have nol & will nat In fulurs, avail of mimbursemant, in part or b full, tram mny other sourgedemployerfinsurance company, of the amount

for which this asalstance s requeslod,
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AGREEMENT by APPLICANT (smaes ga %)

1) By effeung my signature or thumb impression on his Form, | (Applicant) horeby sgres & aulhorisa Koshika Foundation and s Truslees to
use/publishiput-up/reproduce my name, address, photo & detalls of the “plirpose”, for which such assisiance is raguesied/grantzd, through any
madlum, including but nol limiled to verbal, print, electonis, for soliciing derations for Koshika Foundation andfor disseminating Infarmation about its
aclivities/achlevamenis. Suzh use of my photo & detaifs can bo mads by Kashikm Foundation before or afier mmy treatment or fuffiiment of the "purpose™
frr which asslsiance s belng requastad,

2) | (Applizar) further agree that any such use of iy name, sddress, photo & details of the “purposs®. for which such assistance s requestadigranted,
will nat automatically eniitle me for recaiving or continuing the said sssistance. The degision for granting andior comtinuing the assistance will rest solaly
wilh the Trusfees of Koshla Foundstion, and their decision is this regard will be final and pocantatde to mo,
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AGREEMENT by HOSPITAL (=i 7 W)
By alfixing harsunder, signature of our Autharised Signatory for recommanding ihis cass/patient for financial assistance from Keshika Feundation, we
(Hosgpital) haraby affirm & acosp? foliowing;
1) that we naither are presently ner will In future svall of financial assistance from another NGO or any other source; for the seme pafisntcase, as waars
requesting 1o gel from Keshika Foundation, to the extent thal such assistancs e granied by Koshika Foundation, If the requested assistance Ts not granted
by Koshika Foundation, in parl or in lull, fen the Hospital reservas Ii's tight to make up the shorttall fram anofher NGO or any olher souee, This
sonfirmation esseniisfly states that the Hospital will not svak any duplicats assistancs fof the sams patient'czee from any other NGO ar any, athar sourme.
2) The assistance from Koshika Foundation is only financlal in nature. The chalce of the treatmentiprocedure advsediconduntod by the Hospital en the
patient, Ia based an the arrangament betwasn the patient & the Houpilal, and &5 in no way Influenced by Koshika Foundation. Hence, the Hospital will

assume solo & complats respansibilty of the rentmant & IUs outcome & salety of the patent, and Koshika Foundation will have na roie or respansibliity
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