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DECLARATION by APPLICANT. ST G SMrm 71:

1} | herely confiem that all details (n this Form are True (o the best of my knowledge. Any false statement will render my Application & ongaing assistance, If any,
limbl for ra

rejectionicancaiiation.
2) | solemaly confirm that assistance, ¥ recelved from Koghika Foundation, will be used only for the “purpose”, as stated in thes Form, for which such assistance
wiEs requested by me.
3) | ety confirm (hat | have not & will not by future, avall of relmburssment, (n pan o kn full, frem any other sourcelemployerfinsurance company, of the amount
for which this assistance s reguesied
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1} By affixing my signature or thumb impression on this Form, | {Applicant) hersby agree & authorise Koshika Foundation and if's Trustess o

use/publishiput-upireproduce my name, addiess, pholo & detais of the “purpose”, for which such assintance s requesied/igranied, through any

e, including but not fimited to verbal, print, electronic, for soliciting donations for Koshlka Foundation andlor disseminating Infermaton sboul it's

peihvitieslachievements. Such use ol my pholo & detalls can be made by Koshlka Foundation before or after my trestmant of fulfiimant of the “purposa”

for which assistance is being requesied.

2) | (Appticant) further agree thal any such use of my name, address, photo & details of the “purpose”, Jor which such assistance is requestedigranted,

wifl nel sulomatically entithe me for recolving of conlinuing the sald assistance. The decision for granting endlor continuing the assistance will msi solaly
with ihe Trustess of Koshika Foundation, and their decision is this regard will b firal and acceptable to me.
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AGREEMENT by HOSPITAL (wegst T0 %00)
By affixing hereunder, signatre of our Authonsed Signatery for rocommending this casaipatient for inancial assistance from Koshiks Foundation, we
(Hospital) hereby sfirm & accepl Toliowing:
1) that we neither ane presantly nor will in future avail of financial pssistance from snolher NGO or any other source, for the same pallent'case, d@s we are
requesting o get from Koshika Foundation, to the extant that such assistance is granted by Koshika Foundation, If the requested assistance is nol granied
iy Koshia Foundation, in part or in full, ihen the Hospitsl reserves iCs right 1o make up the shorifall from anather NGO o any other sourca, This
confirmation sssontially states that the Hoapital will rot ovail any duplicste assistance for the same petient/case from any otfwer NGO or any othar source
2) The assistance from Koshika Foundation Is anly financial in nature. The choice of ithe reatment/procedure advised/conducted by the Hospilal on ihe
patient, is bassd on the srangement between the patient & the Hospital, and is in no way Influenced by Koshika Foundation. Henoe, the Hospital will

ausume sole & complels msponsibiity of the raatment & IS cutcoma & safety of the patienl, and Koshika Foundation will have no role of responsibility
i e matter.
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