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DECLARATION by AFPLICANT; MMEF T o o

1} | hersby confinn thal all details in this Form are Trua to the bast al my knowledge. Any falss statement will rerder my Appllcation & ongoing assistance, i any,
liabla fov rejectiondcancallaton.

21 | salemaly confinm tnat assislance, if recaived from Koshika Foundatan, wil be used only for the "pivpose”, a3 glated In Ihis Form, for which such assistanca

was requestad by me.

9 | hereby confirn that | have nal & will not In future, avail of reimbursemant, in par o in fidl, from any other sourcaiampioverfinsurance company, of e amounl

for which thiz azsistance is requested.
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AGREEMENT by APFLICANT (=mew Tm F0)

1) By affixing my signalureg of thumb Impression on this Form, | LAapplicant) hareby agrae & authise Koshika Foundalion 2nd it's Trusless to
uzefpublishipul-uprepraduce my name, address, pholo 8, details of the “purpose”, far which such asskslance i3 requestedigranted, Ihrough any
medium, ingluding but not limited 1o verbal, print, electronic, for sellciing donaliens for Kanshika Foundalicn endior disseminating informalion aboul it's
gcllvileslachlevements. Such use of my photo & delalls can ba made by Koshika Foundalion belore o afbar my Irgatment of ulfiment of Ihe *gurpess’
for which assistance is belng requesied.

2} | [Applicant) furlher agree Ihal any such use of my name, address, photo & dalaila af the “purpase”, for which such assislance is requested/granied,
will not autamatically antithe me lor recelving or continuing the said assistance. The decision for granting andfor continuing the assistance will rest solely
wilh the Truslees of Koshika Foundalion, and their decision is this regard will be final and acseptable to me.
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AGREEMENT by HOSFITAL (W gm F4m)

By affixing hereunder, signature of our Autherised Signatory for recommending this casefpalient for inancial assislance from Koshika Foundation, we
{Hospital ) heraby affem & accept following

1) that we peifher are presently nor will in future svail of financial assistance from another NGO or any othar source, for the same palient'cass, as we ana
requesting lo get lrom Keoshika Faundation, 1o the extent thal such assistance is granled by Koshika Foundation. If the requasted assistance is not granled
Ly Koshika Foundatian, in pert of in full, then the Hospital reserves it's right lo make up the shortfall from ancthar NGO or any other source, This
confirmation essentislly sistes that the Hospital will not avall any dupbcate assistance for ihe same palienticass from any offesr NGO or any olher source.
7} The assistance from Koshika Foundation ts only financial in natute. The choice of the trealmenliprocedure advisediconducted by the Hospital ¢n the
patient, is based on the arrangamant between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hogpital will
pssume sole & complets responsibility of the treatment 8 e outcoma & salety of the patient, and Koshika Foundation will have no role or responaibility
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