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DECLARATION by APPLICANT: ¥MHE% BAT Wemm w4:

1) | hereby canfinm that =il details in this Form are Trug bo the besl of my knowledge. Any false stalemen) will render my Application & ongalng assislance, if any,

liathe far refection/ancallation.
2] + splemnly confirm thal assistence, if recalved from Koshika Foundatlon, wil be used only for Iha “purpose”, B3 Steted in this Form, for which such aesletance

wag requested by me.
3) I hareby confirm that | have not & will net in fullre, avail of rermbursement, In par of in full, from any other sourcefemployerinsuancs COMEany, af the amount

Tor which this aszistance is requesiad.
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AGREEMENT by APPLICANT { sens g =770

t} By afflxing my signatura of thumb impressicn on this Form, | {Apphcanl) horaby agree & authorise Koshika Foundabion and it's Truslees 1o
uge/publishiput-upireproduce my name. addrass, phole & detalls of tha "purptse”, for which such assislance is requestsdigranied, through any

medium, Including but not lmited to verbal, prinl, alecironic, for soliciing donallons for Koshika Foundation ahdfor disseminaling information abaul It's
activitles/achievemnents Such use of my photo & detalts can be made by Koshika Foundation befure ¢+ after my treatment or fulfilment of the *purpose’
far which assislance is baing raquested.

211 tapplicant) further agres Ihat any such use of my name, address, phote & delalls of the “purpuss”, for which such assislance i requestadigranied,
will not automatically entitla me for receiving or continuing the said agsistance. The decision for granting andfor continuing the asgistanca will rest solely
with the Tresiees of Koshika Foundation, and their decision is Lhis regard wili be final and acceptabla to me.
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AGREEMENT by HOSPITAL (Tomm AT 0}

By atfixing hereunder, signatura of our Authirised Signatory for recommending this case/patient for financiel assistance from Kashika Foundation, we
{Hospital} hereby affirm & accept lollowing:

1} that we neilher are presenlly nor will in future avail of financlal assislance from another NGO or any other source, fior the same patienticase, as we are
requesting to gol from Koshika Foundation, to the extent Inet such assistance s granied by Koshika Foundabon, If ihe nequesied assistance i not granted
by Koshika Foundatian, in pan or i full, ihen the Hospital reserves if's right to make up tha shartfall from anothar NGO or any ofher source. This
confirmalion essentisly states that the Hospltal will not avall any duplicate assistence for the sama patienticase from any oifer NGO or ary other source.
#) The assistance [rom Koshika Foundation is only financial in nature. The chwice of the treatmentiproceduse advised/conducted by the Hespital on The
palient, is based an the arrangement batween the patienl & the Hospital, and is In no way influenced by Koshika Foundaticn. Henca, the Hospital wil
assuma sole & complele responsiblily of the trealmanl & it's cutcome & safety of the patiant, and Koshika Foundation will have ne ole or respansibility

Im the matter.
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