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DECLARATION by APPLICANT. =8 T <oy ;
1) | heroby confinm that all detads in this Foerr ate Trus lo the best of my knowledge. Any lalse staterment will render my Applcation & engolng assistance, Il any,
Jistie for resectionfcancedation.

2} | sodernrnily confiem that ssekstance, if received from Koshika Foundation, will be used only for the “purposs”, as stated in this Fomn, for which such asssstance
was requastad by me.

3) | hersiy condfinm tht | ava ot & will not in luture, avail of reembursement, in pan of in full, from any other soutcslemployes/insurance company, of he amount
for which his assistance in requested
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1) By affixing my sigralure or thumb impression on this Form, | |Applicant) hereby agree & authorise Koshika Foundatioh and it's Trusiges 1o
usa/publish/put-up/reproduce my name, address, pholo & datails of the “purpose”, for which such assistance s requesiod/granted, through any
mesdum, including but net fimited 1o verbal, print, elecironic, lor solicifing donations for Keshiks Foundation and/or disseminafing Information about i's
ociivitiesfachiovements, Such use of my pholo & delails can be made by Kashika Foundation before or afler my treatment ar fulfilment of the “purposa’
for which assistance is being requestad

2) | (Applicant) furthes agreo that any such usa ol my name, address, pholo & detalls ol the "purpose”, lor which such assistance |s requesied/granted,
will not auwtomatically entitie me for reosiving of continuing the said assistance. The decision for granting sndfor confinuing the assistance will rest solaly
with the Trusiees of Koshika Foundabion, and thelr decision ls this regard will be linal and acceplabie to me.
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AGREEMENT by HOSPITAL (¥oW8S B WIR)

By sifaing hereunder, signature of our Authorised Signiatory for recommending This case/patieni for financial sssistance from Koshika Foundation, we
(Hospital) hereby affirm & accept follawing:

1) ihat we nediher are presently nor will in fulure avadl of fnanclal ssslsiance from another NGO or any oiher source, for the same pationlciose. as we e
reguasiing to gal from Koshika Foundation, to fhe exient that such assistance is granted by Koshika Foundation, I the requesied assistance is not granted
by Koshika Foundation, in par ar in full, then the Hospital reserves il's fight 1o make up e shortiall from snother NGO or any athed souren, This
confirmation essentially stales that the Hospétsl will not avail any duplicste assistance for the sama patient'casa from any other NGO or any ofhar source.
2) The asaistance from Koshika Foundabtion is anly financial i nature. The chaice of the treatmenl/procedure advised/conductod by the Haspital on the
patient, 15 based on the armangement between the patient & the Hospital, and i in no way influenced by Koshika Foundation. Hence, the Hospital will
pegume sola & complale responsibiity of the treaimant & i's oulcoma & safety of the patent, snd Koshika Foundaton will hove no role or responsibillty
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