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DECLARATION by APPLICANT: SRS G Sy To: |

1) | hareby condiem that all detals in this Form are True 1o the best ol my knowledge Any faise sislemend will render my Application & ongoing assstance, || any,
ey howr

21 | solermily confirm that assistance, if receivod from Koahike Foundaton, will be used only for the “purpose”, as stated in this Form. for which such assstatios
was reuested by me.

39 | heraby confiem that | haree not & will not in future, avail of reimbursement, in pan of o full, from any other source/employeinsurance company, of e amount
for which this asaistance i= requesied
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1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundallon and if's Trusloes lo
usa/publishiput-upireproduce my nama, address, photo & details of the “purpose”, for which such assistance is requestadigranted, ihrough any

mechum, ncluding but not limited to verbal, print, alectronic, for soliciing donations for Koshika Foundation andior disseminating information about it's

nciiviiesfachieverments. Such use of my pholo & detalls can be made by Koshila Foundation befare or after my treatment or fulfifment of the ‘purpese’
faf which assistance ks being requestsd,

2) | (Applcant) hurther agres thal any such use of my name, sddross, photo & details of the “purpose”, for which such assistance is requested/granted,
will not sutomatically entitle me for recalving or continuing the sald assistance. The dacision lor granting end/or continuing the sssistance will rest sclaly
with ha Truslees of Koshika Foundation, and their decision is this regard will be final and ncceptable 1o me.
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AGREEMENT by HOSPITAL (wepws gm W)

By affixing hereunder, signature of our Authonsed Signatory for recommending this casepatient for financial assistance from Koshika Foundation, we
(Hospiiad) hareby afiim & accepl following:

1} thaat wa neifher are presently nor will in future avail of financial assistance from encther NGO or any other source, for the same pstlant'case, a5 we afe
requasting o gat from Koshika Foundation, 1o the sxdant thal such sssistance is pranted by Koshika Foundation. If the requasied assistance is nol granied
by Koshika Foundation, in part of in full, then the Hospital reservas it's right to make up the shortfall from anather NGO or any other source. This
conflrmation ssssntially stales thil the Hosplial will net avall any duplicate assistance lor the sama patient/case from any other NGO or sny othar source.
2) The assistance from Koshika Foundation is only financial in nature, The choice of the treatment/procedure advised/conducied by the Hospdal on the
patlent, i based on the arrangement batwean the patient & the Hospltal, and i in no way influsnced by Koshika Foundation. Honce, the Hoapital will
assume sola & complete responsibiity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respons:iity
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