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DECLARATION by AFPLICANT: SFITH TM1 Wi .

1) | hesabiy conlfiim thut =i datails in this Form are Trug 1o the best of my knowladge Any false stalement wil rendes my Application & ongoing assstance, if any,
liable for rejenion/cancieiaion

&) | nolemnly confirm that sssistance. Il received from Koshikn Foundation, will be used only for the “purpose”, as stated In this Form, for which such ausnlEnce
was reglested by me

3) 1 heraby confirm i | Fave ot & will not in Tuiure, avail of rembursemant im0 part ar in full, from any clher sourcelemployerfirurancs company, of the amount
Tor which Ihig assistance s requested
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1) By slfxing my signature or thumb impression an this Form, | (Apglicant) hareby agree & aulhorise Koshika Foundalion snd it's Trustess lo

use/publishipul-ugdrepraduce rmy nameo, address, phato & details of fhe “purpose”, for which such sssistance i3 requestedigranted, Through eny

medhum, ncluding bul not limited to varbal, print, electronic, for soliciling donalions for Koshika Faundation andior disseminating informalion aboul i's

actvilles/achievements. Such use of my phato A datalls can be made by Koshika Foundation before or afier my treatment or fulliment of the *purpose”
for which assistanoe is baing roglosted

2} | {Applcant) furiher agroe thal any such use of my name. address. pholo & details of the *purposa™, far which such aszisiance s requesiedigranied,

will gt sulematically entitle me for recelving or conlinuing the sald assistance. The decision for granting amdior continuing (he assistance will rest spisly
with Ihe Trustaees of Koshia Foundalion, and their decision is this fregard will be final and acceplable 1o me.
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AGREEMENT by HOSPITAL | ywmm go =3m)
By affixing hersundor, signature of our Authoriead Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, wa
(Hospits!) hereby affirm & accept fallowing.
1) et we nelthier Bre prasently nor will in future avall of financial assistance from another NGO of any other source, for the same patianlcase, 23 we g
fequosting Lo gel from Koshika Foundslion, 1o the exient that such sssistance is granied by Koshika Foundation. If the requesied assistance is not granied
bry Koshisa Foundation, in part or in full, then the Hospital reserves s right to make up the shortfall from anolher NGO of any other source. This
confumation essenlinlly sistes (hal the Hospital will nal ovall ary duplicate assistance for ihe same pafientcase from any other NGO or any olher source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatmentprocedure advisadiconductad by the Hosgital on tha
patient, is based on the arrangement betwesn the patient & the Hospital, and |5 in no way influenced by Koshika Foundation. Hence, the Hospite! will

aEsume sole & complete responsibility of the treatment & it's outcome & safaty of the patient, and Koshika Foundation will have no rol= ar repansitlity
in The matior,
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