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DECLARATION by APPLICANT: #Tie® §m s w9;
1} | hereby conlirm that sll details in this Form are True to the besi of my knowiedge. Any false statoment will render my Application & onguing sssistance, If any,
ligble for rjeciion/canceliation,

2} | solemnly confirm that assistance. if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
wis requested by me,

3) | hereby confirm that | have not & will nat in future, avall of mimbursement, in part or v full, from any other source/smployeriinsurance company, of the amoun
for which this essisinnce is requasted
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1) By affixing my signature of umb mpression on this Fom, | (Applicant) hersby agrea & authorise Koshika Foundatian and If's Trustees i

usafpublish/pul-upireproduce my nama, address, photo & dotails of the “purpose”, for which such assistance is reguestedigranted, through any

medium, including biul nat limited 1o verbal, print, elecironic, for soliciting denations for Koshika Foundation andfor disseminating Information aboul it's

activitlesfachiovements. Such usa of my pholo & details can be made by Koshika Foundation before or after my trealment or hutfilment of the “purpose”
for which assistance is being requested,

2) | |Applicant) turther agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance (s requesiedigranied,
will nal automatically entitie me for receiving or continuing the said assistanca. The decision for granting and/or continuing the assistance will rest solsly
with the Trustees of Koshlka Foundation, and their decision is this regand will be final and accepiable o me.
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AGREEMENT by HOSPITAL (¥aqma g %)

By aflixing hereunder, signalurs of our Authorised Signatory for recommending this case/patient for finencis! assistance from Koshika Foundsiion, we
(Hospital) hereby alfirm & sccept fallowing:

1} that we nelther are presently nor will in future avall of financial assistance from another NGO or any other source, for the same patient'case, s we are
requasting 1o get from Koshika Foundation, to the extent that such aseistance i granied by Koshika Foundation. If the requasted assistance s not graniad
by Koshika Foundation, in parl or In full, then the Hospital reserves it's right o make up the shortfall from anather NGO or any other source. This
confirmation essantially sintes that the Hospital will not avail any duplicaie assistance for the same patient'case from any other NGO or any other source
Z) The assistance from Koshike Foundafion is only financial in naturs. The cholcs of the treaiment/procedure advisediconducied by the Hospital on the
patinnt. is based on the arangement hetween the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henca, (ha Hospital will
assume sole & complete responsibllity of the trestmant & it's outcome & safety of the patient, and Koshika Foundation will hove no role of responsitility
in Ihe mstter.
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