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DECLARATION by APPLICANT: STHCS 50 sitesy W:

1} | haraby confirm that sl detafis in this Form am True to the besst of my knowledge. Any false siatement will render my Applhcation & onga
figble far resectionicancelation,

2} | salemnly confirm that assistance, If received from Koshika Foundation, will be used only for the “purposs”, 85 stated in this Form, for which

wils requesied Dy me,

43 | hareby confirm thal | have not & will not in future, svail of resmbursament, in gart or in fil, from any other sourcelemployerfinsurance comparry, of

for which this assisiance s reguesiad.
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13 By aMixing my signature of thumb impression on this Form, | {Applicant) hereby agree & autharise Koshika Foundation and if's Trustees bo
use/publishiput-up/reproduce my name, address, pholo & details of the *purpase”, for which such assisiance i requestedigranted, (hrough ny
madium, Intluding bul not limited 1o varbal, prinl, slecironic, for soicting donatians for Keshlka Foundetion and/or disseminaling information about irs
scsvifiogrschisvements. Such use of my pholo & detalls can be made by Koshika Foundation before or afet my frestment of Wulfiiment of the “purpese’
fir which assistance s being requesiad

2) | (Applizant) lurther agree thal any such use of my name, address, pholo & detaiz of the “purpasa’, for which such aszislance 'S regquestedigraniad,
will not aulomatically srlite ma for receiving of continuing the sald assistance. The decision for granting and/or cantinuing Ihe assitance will raal sclaly
wilt 1ha Trustess of Koshika Foundation, and their decision is this regard will be finat and acceplable 1 me.
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AGREEMENT by HOSPITAL (ewmma om %)

By affining hersunder, signature of our Authorised Signatory for recommending this caseipatient lor financial assistance from Koshika Foundation, we
{Haspital) hereby afflrm & accopt fallowing:

1) that we neither are presanily nor will in future avall of Inanclsl assistance from another NGO or any cther sources, fof the same patient/case, Bs we are
requasiing to get from Koshika Foundation, to the exlent thal such assitance is granted by Koshika Foundation. If the requestod sssistance i nol grantad
byKuﬂﬂame:imlun_mpaﬂwhmmmmummmﬂ':MhnmﬁupmmmﬂﬂmnnmurHGQnr any other source, This
confirmaoticn essentinlly sintes that the Houpital will nol avall any duplicale assistance for the same patienlicase from any other NGO or any olfher source
2) The assistance from Koshika Foundstion is only financial in nature. The cholce of the ireatment/procedure advisadiconductad by the Hospital on the
patlsnt, it based on the arangement between Lhe patlent & the Hospital, and is in no way Influenced by Koshike Foundation. Hence, the Hospital will
assume sole & complete responsibility of the trostment & |V's cutcome & satety of the patient, and Keshika Foundation will have no role or responeility
int thi rmatier
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