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DECLARATION by APPLICANT: stiew gy whom w1
1) 1 hereby confiem that all detads in this Form ara True ln tha best of my knowledge, Any false staternent will render my Application &
tiable for resection/canceilation.

2) | solemnly confirm that assistance. I recaived from Koshika Foundstion, will be used only for the “purpese”, as stated in this Form. for wh
wis requested by me.

A4 1 hereby confiem that | eve not & will not in future, avail of reimburssment, in par or in fufl, from any other sourca’employerfinsurance compa
far which this sssiatance is requastied.
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AGREEMENT by APPLICANT (sies g %ar)
1} By affixing my signatre or thumb impression on this Form, | {Applicant) hereby agrea & authorise Koshika Foundation and If's Trustees fo
use/publishiput-upireproduce my name, address, pholo & detzils of Ihe *purpasa”, for which such assistance ks requesiedigranted, through any
medium, ingluding but not Imited to vertal, prinl. slectronie, lor soliching donafions for Koshika Foundation andior dissaminating information abaul it's
activities/achisvemenis. Such use.of my photo & details can be made by Koshika Foundation before or after my Ireatment or hatfiment of the *putposs”
fer which assistance Iy baing requested.
2} 1 {Applicant) urther agree that smy such use of my name, address, photo & details of the “purpose”, lor which such assistance |s equestedigranted,
will nal sutomatically entitie ma for receiving of continuing the sald sssistance. The decision for granting andlor conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision |s this regard will be final and aoceptable to ma.
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AGREEMENT by HOSPITAL (%= §m %01)
By affixing hersundar, signature of our Authorised Signatory for recommending this casepatient for financial assistance from Koshika Foundation, we
{Haspital) heraby affirm & accepl lollowing:
1) that we nedtner sre presently nos will in future avall of financial assistance from another NGO or any other source, for the same patientcase. ns we are
requasting 1o gel from Koshika Foundation, fo the exlent thal such assistance is graniied by Koshiks Foundation, Il the requested sssistance & not granted
by Kashiia Foundatian, in part or in full, then the Haspital resarves it's nght to make up the shaorifall from anolhar NGO or any other source. This
oonfirmation essentially states that the Hosplial will not avail any duplicate assistance for the same pallonlcase from any other NGO or any olher source.
2) The assistance from Koshika Foundation is only financial in natura. The cholce of the treatmentiprocedure advised/conducted by the Hospltal on tha
patient, Is based on the arangement betwaen the-patient & the Hospital, and is In no way Influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responslbility of the trestment & IU's outcome & salety of the patiant, and Koshika Foundation will have no role of responsilily
In e rmalted.
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