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DECLARATION by APPLICANT. simisw o0 wrew wa;

11 vty comifirm that & detards m this Form are True 1o the best of my kewiedge. Any talee sialemant will render my Apgilicaion & ongowg assiglance, I any,
il for repachionicancaliption,

2} 1 salprmnly cenfirm that assistunce, I recelved from Koshika Foundation, will be used ondy for the “purposs”, s stated in this Form, for which such asshitance

wil requested by me

3 1 horety confirm that | have not & will not in futare, avad of mimbarsemaent, o pan or in full, frem any oihver sourcalemployerinsurance company, of the amount

Tor which this assstance s reguested
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1] 8y aMaing my sigrature of thumb improssion on this Form. | (Applicant) heraby agree & puthorise Koshiks Foundalion and i's Trusleos 1o
usepubishiput-upiraproduce my name. address, photo & detalls of the “purpose”, for which such assistance s requestedigmanted, through any

mer, Inchuding But not lmded to verbal, prinl, elecirenic, for soficiling donations for Koshika Foundalion andlor disseminating mloimation about it's
sciwites/acteevesmanis. Such usa ol my pholo & detaily can be made by Woshika Foundation before or after my treatment or fulfiiment of the “purposs”

for which assstanos is being requesied

21 (Applicant) lurther agroe thal any such use of my name, address, phalo & defails of ihe “purpose”. for which such assistance & requesied/granied

will poil sulormalically snditle me for receiving of continuing the said assistance. The decision lor granting 2ndior conlinuing the asaisiance will resl soksty
with the Trustess of Koshika Foundatlon, and their decision i this regard will e finkl and scceptable o me
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AGREEMENT by HOSPITAL (wwmm o )

By alfiing horeunder. sgnatwre of oui Authorsed Signatory for recommendng ihis case/patient lor financial assistance from Koshiks Foundation. we
(Hospimlj hereby affirm & accept following:

1) that we nefther gra presently tar will in hutute sveil of financisl ausistance from another NGO or any ather source, lor the same pefienl/case, Bs we are
reguesting o gat hom Koshiss Foundation, o the extent that such assstance |§ granted by Koshika Foundation. If the requasisd assistance s nol grantad
by Moshika Foundation, in part or in full, then the Hospital reserves ['s right lo maka up the sharttall from snother NGO or any ofher scurce. This
confirmalion essantially atates (hat the Hospital will not aved any duplicate assistance for the same patienlcase from any other NGO or any ather source
2) The asamtance from Koshika Foundation & only financial in nature. The choice of the reatmentiprocedure advisediconductad by the Hospital on the
patnt. (s basad on thi arrangemen] between the patient & the Hospital, and | in no way influenced by Koahika Foundation. Henor, he Hospital wil
ssauma sole & complete respansibility of the freatment & iTs cutcome & aafely of the patient. and Koshilis Foundation will have no foie OF responsibiity
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