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DECLARATION by AFPLICANT. AT T ST T

13 | hareby confirm that all details in this Form are Trua to Ihe basl ol my knowladge. Any false stalament will render my Application & ongaing assislance, o any,
ligble for rejecliorvcanceliaton.

2 | sedaminly confirm that essislance, if recaived irom Koshika Foundation, will be used onfy Tor the “purpose”. a3 stated In this Farm, far which such assistence

was requested by me.

3) | hereby confima that | have nal & will ot in future, avail of reimbursement, in part o in full, from any othar sourcelemployerfinsurancs mpany, @l tha amaunt

for which thiz assislance is reguested.
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1} By affixing my signature ar thumb impreszion on this Fomm, | {Applicani) hersby agrae & aulhonrze Koshika Foundation and i'e Trustaas to
uselpublishiput-upireproduce my name, eddress, pholo & details of the "purpose”, Tor which such assistance i3 requesledigranied, through any
rnedlum, including but not lmited 10 verbal, prinl, alectronic, for soliciting donations for Keshlka Foundation andfor disseminating Infarmation aboul it's
activitiesfachievements, Such usa of my phalo & details can be mads by Koshlka Foundalion before or after my treatmant or fulfitment of the "purpose’
for which assislance is belng requasted.

2 | {Applicant) fenher agree that any such use of my name, address, photo & details of the “purpose”. for whith such assislance is req uestadfgranted,
will nol autematically entille ma for receiving of continying the said assistance. The decision for granting andfor continuing the sssistance wil rest solely
with tha Trustees of Koshika Foundation, and their declsion is this regard will ba fnal and acceptable to me.
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AGREEMENT by HOSPITAL (wigemm BN %0 )

By affiving hereunder, signatura of sur Authorised Signatory for recommending this casa/patient for finencial agsistance from Koshika Foundation, we
[Hospital] hereby affirm & aceept follawlng:

1] that wa neither are prasently nor will in future avail of fimancial asslslance from analher NGO or ary other saurce, far the same petientitase, a5 we are
requesling lo get fram Koshika Foundation, to the exlenl Ihal such assistance is grantad by Koshika Foundalion. If the requested assistanca is not granied
by Koshika Foundation, in part of In full, then the Hospital resarves it's righl W make up the shorfall irom another NGO or any other sourse This
confirmation essentially states that the Hospital will not avall any duplicale sssislance for the same patient/cage from any olher NGO or any qther sgpurce
2] The assisiance from Keshika Foundation is only financlal in nature. The choice of the trealmentiprocedure advisod!conducled by the Hospital on the
patient, is baged on the arangement between Lhe patlent & the Hosphtal, and s in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sole & complete responsibllity of the traalmenl & it's cutcome & setety of the pallent, and Koshika Foundation will have no rate or responsibility
In e mattar.
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