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DECLARATION by APPLICANT, WRIT® FI Wiqw 7w

1) | hareby confirm [hat ail dotaits in this Form are True io the best of my knowledge. Any false statement will render my Agplication & o
[latsle for rejectionicancelation.

2} | zolemnly confirm tal assistance, if recaived from Koshika Foundation, will be used only for the "purpose”, as stated in this Form. for wh

WS refUesied by me.

3) | heraby confiem that | have not & will not m future, avail of reimbursement, in par or in full, from any other source/employerfinsurance company,

for which thes nssistance |s requesied
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AGREEMENT by APPLICANT (smiww g0 %110)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & autharise Koshika Foundation and I's Trustees lo
uselpublish/put-upireproduce my name, sddress, photo & detalls of tha “purpose”, for which such assistance |s requesiedigranied, through any
modium, incluging but not Timited 1o verbad, print, slectronic, for soliciling donations for Koshika Foundation and/or disseminating information aboul it's
sctivities/achievements, Such use of my pholo & detalls can be made by Koshika Foundstion befare or after my treatment or fulfiiment of the “purpose’
far whigh ausistance s being requosied.

2) | (Apphicant) further agres that any such use of my name, address, photo & detalls of the "purpose’, for which such assistance s requestedigranted,
will not automatically sntitle me for recelving or continuing the sald sssistance. The decision for granting andior continulng tha ansistance will fest salely
with the Trustess of Koshika Foundstion, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (WHEaid B =T0)

By sffixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) harsty aftirm & accept lollowing:

1} that we nedther are presently nod will in future avall of financial gasisiance from another NGO or any other source, lor the same palienticane, as we ané
requesting to gel from Koshika Foundation, o the extent thal such assistance is granted by Koshike Foundation. If fhe requesied assisiance is not granied
by Kashika Foundation, in part of in full, then the Hospltal reserves It's right o make up the shortfall from another NGO or any other source This
confirmation essentindly states at the Hospital will nol ovail any duplicate assisiance for the same patienl/case from any other NGO or &ny other source
2) The assistance from Koshika Foundation is only financial in nature, The choice of the trealment/procedure advisediconducied by the Hesplial on Ihe
patiant, is based on the srrangament betwean the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Haspital will
assume sole & complets respons|bllity of the treatment & it's outcome & safety of the patient, and Koshika Foundalion will hive no rele or responslbiity
in the matiar.
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