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JECLARATION by APPLICANT. SIH2% BT VT T

171 hereby confimm that all details in this Form are True o the basl of my knewledga. Any false stabament will render my Appication & angoing assistanca, if any.
libhe far rejection/cancelialion,

21 | splemyiky eonfirm Ihet assistance, if recaived from Koghika Foundation, will be used only far the *purposa’, as slabed in this Form, for which such assistance

wag requesked by me,

33 | hereby confirm that | have nob & wil not in future, avail of redmbrsement, in par o in Rll, fom any oiher source/sMpACYENNSURINGS COMPary, of Ihg amounl

for which this assistance is raquested.
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AGREEMENT by APPLICANT (spiew o +90)

1} By affizing my signature or thurnt [mpressien on this Form, | (Applicant) fwerehy agree & suthorise Koshika Feundation and it's Trusiees 1o
usafpublish/put-up/reproduce my name, address, photo & detaile of the “purpese”, for which such assislance is requested/granted, through any
medium, including but not lmited to werbal, print, electronls, for soliciing denalions for Koshika Foundation andior dissaminaling infarmatlan about t's
activilies'achievements. Such use of my photo & detalls can be made by Koshika Foundaticn before or after my treatment or fulfilmem af the "purpose’
for which 3ssistance is being regquested.

2} 1 {Aapticant) furthas agres that any such usa of my name, address, photo & datalls of the “purposa’, for which such assistance is requestedigrantad,
will not subomalically enlide me for receiving ar continuing Ihe said assistancy. The decision for granting andfor continuing the asgistanca will resl sidely
with the Trupiees of Koshika Foundation, and iheir decision |s this regard witl e final and eccuplable to me,
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AGREEMENT by HOSPITAL (7= §m W2H}

By affiaing hereundsr, signature of our Authorsed Signalory for recommending this caselpatient for financial azsistance from Kashika Foundahan, we
{Haospital) heraby affirm & accepl following:

14 that we neilher Are presently nor willin future avail of financial assislance from another NGO or any Dther source, for the same patienl'case, 25 We are
requesting 1o gel frem Koshika Foundation, to tha exlent (hal such assiglancy is grantgs by Koshika Foundation, il e roquested assistance is not granted
by Koshika Faundation, in part or in full, then the Hospital reserves iU's right te make up the shenfall from anather N30 or any other sgurca. This
confimmation essentisly states thal the Hosptal will not avail any duplicate assislance lor the sams pafienticase from any glhar NGO or any other soyrce
2 The assislangs Irom Koshika Foundation is only financial in neture. The cheice of the treatmentiproGedure advisadlcandusied by the Hospilal on the
patient, is basad on the arangemant between Ihe patiert & the Hospital, and is in ng way inMuencad by Hoshika Foundatken. Hence, na Hospital wil
assurme sala & completa responsibilily of the tregtment & it's outcome & safety of the patisnt, and Koshika Foundallon will heve no role or regponsibilily
in the mather.
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