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DECLARATION by APPLICANT: FFTE T W v

1} 1 herghy confirm thal all details in s Form are Trug to the best of my knowledge. Any faize statement will render my Application & ongping assistance, if any,
liable for rajectionfcancellation.

2} | solarmnly confim Ihat assistance, if received from Koshika Foundation, will e used only for the *purpose”, a2 slaled in this Form, for which such assistance
wirs raquesied by me.

33 | haraby confimm that | heve net & will not in future, avail of reimbursement, in part or in Rull, frewn any pthar sourcefemployarfingurance comparty, of 1ha amaunt
for which this asEistance is requestad.
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1) By effixing my signature or thurmnb Impression on this Farm, | {Applicanli hareby agres & guthorise Koshlka Foundatien and it's Trusless 1o
useipublishiput-upirepraducs my name, address, photo & details of the "purpose”, for which such assistance ks requastedigranied, ihrough any
medium, including Bul nol limited 14 vartal, prinl, electronic, for salicilng donalkons for Koshika Foundalion andion disseminating Iwformation aboul it's
aclwitiesfachievements, Such usa of my phole & detzils ¢an be made by Koshika Faundation belare or after my treatment ¢ luifilment of the “purpose’
for which assistance is being requastad

21 1 {Appheant) furlher sgraa that any such uge of my name, address, phete & delails of the “putpese”, for which such assislance is requestadfigranted,
will ngt autornalically erlitle ma for receiving or continuing the said assistange. The dacision for granting and/or continuing the assistance will rest salely
with the Trustees of Koshika Foundation, and thair dacision is this regerd will be final and acceptable to me
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AGREEMENT by HOSAITAL (¥ 9 =)

By affiing hergundar, signature of pur Autharised Signalory far resornmending this cazefpalient for linancial assislance from Keshika Faundation, we
{Hospital) heroby affirm & accepl following:

1) that wa neither are presently nor will in future avail of financisl assistance from ancther NGO of any other source, for the same petient'case, as we are
requesting ko get from Koshiks Feundation, 1o the extont (nat such assistance is granted by Koghika Foundation. If the requestod assistance is nol granted
by Koshika Foundation, in part of in full, then the Hospital reserves it's right o make up the shortfall from another NGO o0 any olher sourge. This
confirmation essentially states thal the Hospial will not avall any duplicate assislance for the same patienlcase fram any other NGO or any olther source.
2) The assstance from Koshika Foundation is only financial In nature. The choice of the treatment/procedure advised/conducted by the Haspital on the
patlant, 5 based on the arrangement botween the patient & the Hospéal, snd is in 10 way influsncad by Koshlka Foundation. Hence, tha Hesplal will
aﬁ;m sole & complete responaiiity of the treatment & if's outcome & safely of the patent, and Koshika Foundation will have no role ar respansibility

in the matlar.
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