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DECLARATION by APPLICANT. SIWTR T ST wa;

1)t hereby conflem that 2ll detsils in this Form are True to the best of ey knowledge. Any false statement will render my Application
hatile for rejection/cancellation,

2) | solemnly confirm that assislance, if received from Koshika Foundation. will be used only for ihe “purpose’, as stated in this Form, for

was requasied by m,

3) | hersty confirm fhet | neve not & will not in future, svad of rembursement. in part or in kll, from any other source/employet/insurance comp

for whict this asistance s requasted,
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AGREEMENT by APPLICANT (siew &0 %1%

1) By affixing my wignature or thumb impression on this Form, | {Applicant) hereby agree & sulhorise Koshika Foundation and it's Truslees lo
use/puiilahipul-uplreproduce my name, address, photo & detalls of the *purpese”, for which such zssistance is requasiedigranted, through pny

medium, Induding Bul nat limited 1o verbal, peint, etecironic, for soliciting donations for Keshiks Foundation and/or dissominaiing information aboul IUs
activiies/achisvements. Such use of my photo & detalls can ba made by Koshika Foundalion belore of after my treatment or lulfiment of the “purposa”
foe wivich assisinnce is belng requesied

2} | (Bpplicant) further agres (hat ey such use of my name, sddress. photo & detalls of the “purposa”, for which such assistance |s requesiedigranted,
wilt not asutomatically antitio me for receiving of confinuing the sald assistance. The decision for granting andior continuing the assistance will resl solaly
wilh the Trustess of Koshiks Foundation, and their decision is this regard will be final and acceplable to me.
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AGREEMENT by HOSPITAL (r&aE = =T0)

By affiing hareunder, signature of our Authorised Signatory for recommanding this case/patient for linancial assistance from Koshika Foundation, wa
{Hospital) heraly affirm & sccept following:

1) that wa neither are presently nor will in future avall of financlal assistance from another NGO or any other source, for the same pallent/case, as we are
requesiing to get from Koshika Foundatian, 1o the extent Ihal such assislance is granied by Koshika Foundation. If the requesled essistance is not granted
by Koshika Foundation, in part of in full, then the Hospital resarves I's right o make up the shortfall from ancther NGO or any othar source. This
confirmalion essentially states thal the Hospital will nol svaill any duplicate sssistance for the same patient/case from any oifer NGO o any other source
2) The assstance from Koshike Foundation ks only fimancial in nature, The cholce of the (reniment/procedure advisad/conducted by lhe Hosgital on the
patient, s based on the arrangemen batwean the patient & the Hospital, and is in no way influenced by Koshike Foundation. Hence, the Hospital will
assume scle & complete responsibllity of the trestment & I's outcome & safety of the patlent, and Koshika Foundation will have no role or responaibllity
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