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DECLARATION by APPLICANT: =% EHT Sfon T;

1} | heneby confinm That aif detalls in his Form are True to the best ol my knowladge, Any falss stalemenl will render my Application & ongoing assislance, it any,
lizbie b rejectionfcancellaton.

2} | solemnty confirm Ihat assistance, i received from Koshlka Foundation, wil be wsed only [ thee “purpess”, 2 stated in this Form, [or which such azsistance

was requesied by me,

A% | hereby confim that | have nat & will Rot in future, avail of rembursament, in part or in ful, frem any other sourca/employerfinsurance company, of the amount

far whigh this assistance is requeshsd.
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AGREEMENT by APPLICANT (Im® Em &0}

1} By affising my slgnature or thumb impresskon en this Form, | {Applicand) hareby agren & authorize Koshika Fourndation and I's Trusteas to
use/publishipul-yupfreproduce my nema, address, photo & delails of the “purpoee”, for which such pssistancs s requesiedigranted, through any
medium, including bul nal limited b varbal, print, electronic, for saliziting donaliona for Keshlka Foundation andfor disseminating information sbaul it's
aclivitiesfactievements. Such use of my pholo & Jetalls tan be made by Koshika Foundaton bafore or after my treatmant of fulfllmant of Ihe *purpose”
for which assislance is being regquesied.

#y | [Applicant) fudher agree that any such use of my name, address. photo & detalls of the “purpose”, for which such agsislance i5 requastadigrantad,
will nol automatcally antilie ma far receiving o canliviing the said assistance. Tha dechsion for granling andfor conlinuing the assistance will rast solefy
wilh the Trustees of Koshika Foundation, and Ihalr decizion is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (werer g 441 )

By alixtng hereunder, signature of sur Authorised Signatary lor recommanding this case/petient lor financial assistance from Koshika Foundation, we
[(Hospital) haraby affirm & acesapl following:

1) that wa neilher are presently ngr will in future avail of financial assistence ftom gnother NGO or any other source, for the seme patienticase, s we are
teguesting Lo get from Koshika Foundation, io the axient ihal such assislance is granted by Koshika Feundation. If the requesied assistance is nal granied
by Koshika Foundation, in part or in full, thea the Hospital reserves it's right o make up the shortfall from another NGO or any athar sourca. This
gonfirmation assentially states that the Hospital will not avadl eny duplicale asslslance for the same petienlicase from any olher NGO or any olher source
2} The assislance frem Koshika Foundation is arly finangial in nature. The chaice of the realment/procedura advisediconduciad by the Hospital on the
patient, Is based on the amangemeanl between Ihe pallgnt & the Hospital, and i= in no way influenced by Koshika Foundatlon, Henca, ke Haspital will
Bssume sule & somplate responsiblity of the trealmenl & it's outcome & sefety of the palient, and Koshika Foundation will have no role or respongitility
in Ihe matter,
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