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DECLARATION by APPLICANT: Frtca g swm Tr:
1} ] heveby confirm thal all details in This Form are True Lo the bast of my knewledge. Any false statement will render my Application & ongoing asststance, if any,
ligbla for rejectionfcancallallan.

2} solemnly confirm Thel asststance, If recaived from Koshlka Foundation, will ba used only for the "purpasa”, as stated in this Form, for which such assstence
was equested by me.

%) | heraby conlirm that | have not & will nol in futers, sveil of reimbursamant, in part or in full, from any other souncafempleyedinsurance company, aof the amaount
for which thls assistance is requested.
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1} By afixing my signalurg of thumb Imprassion on this Form, | {Applicanl) hereby agree & autharlse Koshlka Foundatlon and il's Trustees (o
uselpubishipul-upreproduce my name, address, phola & details of the "purpase”, lor which such assisience is requeslhedfgranted, through any
madium, including but not imited to verbal, prinl, glecironis, for soliciting donations for Koghika Foundatlan andfor dlzseminating infeemation about it's
activilies/achievements. Such wsa of my phole & detalls can be made by Koeshike Foundatlan balore of after my treatment or fullitmeent ol he “purposa”
tor which azslstance is being requested

2) | {Applicant) lurthar agree that any such use of my name, address, photo & details of the “purpose’, far which such asslstance is requestedfgranted,
will ned automaticatly enfitle me for recgiving oF continiing the said assistance. The decision for granting andfar continuing the assislance will rest solaly
with the Trustees of Koshiks Foundatlon, and thair decision is this ragard will be linal and soceptable 1o ma.
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AGREEMENT by HOSPITAL ( ¥\ g +I0}

By affiming hereunder, signature of cur Authorised Signatory for recommending this casedpatient for financial assistance fom Koshika Foundation, we
{Hospital) herghy affirm & accapl following:

1} that we neither are presently nar wil In future avail of financial assislance from anglihar NGO or any other source, for the same pelienticase. as we are
teguesting 1o gat fram Koshika Foundalion, to the extent that such assistancs Is granted by Koshika Foundation. If the requested assislance is not granled
iy Koshika Foundalien, in part ar In full, then the Hospital reserves 1t's right 1o make up tha shortfall from another NGO or any other source. This
confirmation essentially stales thet the Hasplial will not avall any duplicete pasislance for the sama patisntiCase from ary olkher NGO or any other sodice
2) The assistance from Keshika Foundation is only financial in nature. The chaice of the trealmentiprocedures advisediconducled by the Hespilal an the
patient, |s based on Ihe attangameanl betwesn Ihe patient & the Hospilal, and |5 in ng way influenced by Koshika Foundatlon. Hence, the Hospial will
agsume sole B complele responsibllity of the treatment & it's outcame & salely of the patient, and Kashika Foundstion will heve ne rale ar regpansibillty
in e mattes.
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