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DECLARATION by APPLICANT, STiTs (7 wiwey ww:

111 hawotyy confinm that all detals in this Form are True 10 ihe best of my knowledge, Any falue statoment will ronder my Applicaltion & ongoing assistance, if any
listde for rejectioncancelation

211 solermmly conflrm that sssistance, f recelved from Koshika Foundation, will e used only for the “purpose”, s stated In this Form, lor which such assislance

waz requesing by me

3) 1 ity conifiem that | harve ot & will not in future, avad of reimbursement, in part o in full, rom any ather source/smployer/insurance company. of the amount

for which this assistance = requested
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AGREEMENT by APPLICANT ( ses g %)

1] By affming ey signature or thumb impression on this Farm, | (Applicant) heraby agree & authorise Koshika Foundation and (t's Trustees 1o
use/publishipul-upimgroduce my name, address, photo & detais of the “purpese’; for which such assistance is requestedigranted, through any
medam, including bt nol imited to verbal, prink. ebectronic, for soliciting donations for Koshika Foundstion andior disseminating information about It's
poiibies achbewmiments. Such use of my pholo & detalls can be mada by Koshika Foundalion before or afer my ireatmenl or Rulfiiment of the “purpose”
for which assistance = Deng requested

21 1 (Apphcant) further agree that any such use of my nieme, address, photo & details of the “purpose”, for which such assistance i mGuesied/granted,
will nat aulomalically entile me for receiving of continuing the sald assistance. The decision for granting andlor continuing the assistance will res! solely
with the Trugises of Koshika Foundation, and their dechiion i this regard will be final and scceplable 1o me
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AGREEMENT by HOSPITAL (wwmm gm w1

By afting horaunder, sgralure of our Authonsed Sgnatory for recommending this case/patient for financial asststance from Kostka Foundation, we
{Hospital) nersby affirm & accept tollowing.

1) st wee naithir are presently nos will in future avail of financial asslstance lrom another NGO or any other source, lor the same patient/case, Bs we b/
requesting (o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundabon. If the requested assistance s not granted
by Kaahika Foundation, w par or in full, then the Hosplial reserves it's nght te make up the shartfall from another NGO or any other source. Thin
confirmalion essantinlly states that the Hospital will not avall any duplicate assistance for the same patient/case from any olher NGO or any other souce
2) Thar assigtance fram Kashika Foundabon is anly financial in nature, The choice of the imatment'procedurs advised/conducted by the Hospital o the
pabar, 1 basad on Me arrangemant between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
ausume sole & complete responaibiity of the treatment & It's outcoma & safaty of the patiant, end Koshika Foundation will have no role or responsibility
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