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DECLARATION by APPLICANT. SIHE% BT wigem 1a:

1) | hergby confim that ai{ details in this Form are Trua to the bast el my knowledge. Any fedse statement will render my Application & ongmng assistance, if @y,
liable for rejecton'cancafiation.

21| selemnly confirm that essistance, i received from Koshika Foundsllon, will be uzed only for the "purpoge’, a6 slated In thls Form, for which such assistance

was requested by me,

3 1 haraby confirm that | have nol & will ncl in Biture, avail of reimburgemeant, i par o in ull, fram any other source'employerfinsurance company, of the amaunt

Ior which Lhis assistance s requested.
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1} By affixing my slgnalure or thumb impression on thls Farm, | {Applicanl) hereby agres & aulhorise Koshlka Foundation and s Trustees to
usalpublishipul-upireproduce my name, address, pholo & delails of the “purpose”, for which such assistance is requeglediyranied, through any
redium, including but not irmited te varbal, print, electronic, for salciting donatlons for Keshlka Foundation andier dissaminating infarmation aboul it's
activities/achisvements. Such use of my photo & detalls can be mada by Koshlka Foundation befora or attar my weatment or fulfifmenl ol the “purpese’
for which assislance iz being requestad

21 1 yAapplicant) further agrae that any such use of my name, addrezs. photo & details of the "purpose”, for which such agsislance is requastedigranted,
will not automatically entille me for receiving of conlinuing tha sakd asslstance. The dectsion for granllng andfar continuing the assistance will rest solely
with the Trusiges of Koshika Foundation, and their dedlsion 15 this rapard will be final and acceptabia to ma,
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AGREEMENT by HOSPITAL (wmmret 11 W)
By affixing hereunder, signalure of our Authorised Skgnatery for recommending Ihis casefpalient for finansial assistance from Koshika Foundation, we
{Haspital) heraby alfirm & scoepl [ollowing:
1 thel we neilher are prasently por will in future evail of knencial gssistance from ancther NGO or any olher source, for the same patient/case, 3s we are
raguasting Lo gel from Koshiks Foundation,  the axtent that such assistance is granted by Koshika Foundation. I the requested assistance is nal granted
by Koshika Feundation, in part or in full, 1hen the Hospital reserves I1's right to make up the shorfall from ancther NGO or any ether source, This
confimmation essenlially stales thal tha Hospital will nol avail any duplicate assistance for the same paetlentfcase mm any other NGO or any ther source
23 The assistance from Koshika Foundation is only inancial in nalure. The choice of the Ireatmentprocadure advisedicenducted by the Hospital on the
palient, is based on the arrangemant between the paliant & \he Hospllal, and is In no way Infuanced by Koshika Foundation. Hence, the Hospilal will
assuma sole 8 complate responsibillty of the lreatment & il’s cutcome & safaty of 1ha patlant, and Koshika Foundation will have no role or responsibility
in the mallar.
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