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DECLARATION by APFLICANT: #&TF T Hem 13:

1}1 hereby confirm thal all details In this Foem ars True to the best of my knowledge. Any False statement will randar my Appllcation & ongoing assistance. if any,
liable for rejection/cancellalion.

2} 1 solemanty corfirm thel asskstanca, if received from Koshika Foundetion. will be usad gnly far tha *purpoze’, as stated in this Form, for which such assistanca

was requesied by me,

33 | hareby confirm thal | have rol & will podin Tuture, avail of reimbursement, in parl or in Jull, from any gthes solrcafamployaninsurance company, of tha amount

Ior which this azsistance is requested,
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AGREEMENT by APPLIGANT ( 5mmT o &0}

1) By aftixing my slgnalure of thumb impressien on this Form, | {Applicant) hareby agroe & aulhcrize Koshika Foundation and i°s Trustees to
useipublishiput-upreproduce my name, addrass, pholo & delails of the "purpose”, for whigh such assislanca is raquasiadigranted, through any
medium, including But ot limited te varbal, prinl, efectronic, for saliciting donations fur Keshlka Foondatlon andfor disseminating information aboul it's
activitiestachlavemante. Such use of my pholo & details can be mads by Kashika Foundalion befare or afler my ireatment or luffilment of the *purpgse’
far which assisiance is being requested,

21 1 (Applicent) furdher agree thatl any sush use of my name, address, photo & delails of the “purpose”, for which such asslztance s raquesiedigrantad,
will il automateally entitle me {or receiving o conlinuing the said assistance. The dacision for granting andfor eontinuing tha assistance will rest solely
with tha Trustees of Koshika Foundation, and their decizion is this regard will be final and acceptable to ma.
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AGREEMENT by HOSPITAL (50T M 0 )

By aMlzing hereunder, signature of our Authorised Sigratory for recommending this casefpatient for financial assistance from Koshika Foundation, we
{Hosplal) herghy affirm & aczapt follawlng:

1] that we neither are presently nar will in fuiure avail of finencial assislence from anolher NECHor sny other source, for the same palienticase, as we are
requesting Lo gel fram Koshika Foundalon, Lo the exlent Ihat such assistance is granted by Koshika Foundation. If the requesled assistance is not granted
by Koshika Foondatien, in pan or in full, then the Hospital reservas it's right 1o make up the shortfall from anather NGO or any other source. This
confirmation gssentlally states that the Hospllsl will not peall sny duplicale essisiance lor the same peliznt'cess from eny other NGO or Bny other spurce
2) The assistance from Koshika Foundation is cnly financial in nalure. The cheice of the treatmenVprocedurs advisediconductad by the Haspital on the
patient, I= based on the arangameant between the patianl & the Hospital, and is In no wey InAvenced by Koshika Foundatien, Henoe, the Hospital will
agslime 50le & complale responsibility of the Ireatment & iU cutcome & salfety of Ihe patient, and Koshika Foundalion will have no ole or responsibiline
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