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CECLARATION by APPLICANT. SE=s G Swm Tx;
1) | hereby confim that 2l details In this Form are True to the bast of my knowledge, Any (alse statament will render my Application & engolrg assistance, if any,
hakle For rejectionicancellation,

21| salemnly confimm that assislancs, if recaived from Koshika Foundation, will be used only for the "purpasa”, as slated in this Foymn, for which such assistance
was requesied by me,

3 t hereby confirm that | have vol & will not in future, avail ¢f ralmbursemant, in par o in full, from any other souialampverinsurance company, of the amouni
for which Lhia assistanca iz requested.
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AGREEMENT by APPLICANT { sfrw &0 &ar)

1) By afixing my signalure or lhumb imprassion on Ihis Form, | {Appllcant) hereby agree & authorlss Kozhika Foundalion and it's Trusiees o
use/putlishipul-upireproduce my name, address, photo & detalls of the *purpise”, for which such assistancs is requested/granied, through any
medium, including but net imitad to verbal, print, elecronle, for soliciling donalions for Kastika Foundation andlor disseminating informalion aboul it's
sollvilieatachievements. Such use of my phote & delalls can be mede by Keshdka Foundalion belore or after my Ireatment or fulfiment of ihe *purpose”
for which aseistance is balng reguesied.

21| {Applicant) further apree thal ary such use of my name, sddress, phie & dalails of the "putpose”, for which such agsislance is raquestadgranted,
will not Buigmatieally antitle me for reelving or continuing the sald assistance, The declsion for granting andfor continying the assistance will rest salely
wilh the Truslees of Koshika Foundation, and their decislon 15 this regard will be final and accapiabla to me.
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AGREEMENT by HOSPITAL (¥ 5RI aR)

By affiming hereunder, signature of our Autharised Signalory for recommanding this ceselpatient for financial assistancs from Koshika Foundalion, we
(Hospital) herety affrm & accapt foflowing:

1) that we neither ams presently nor will in future avail of financial assistance from another NGO or any other source. for the same gabenlicase, as we are
requesting o get from Koshika Foundation, lo the axtent thal such assistance is granted by Koshika Foundation, il the requested sssistance & nol granied
by Hoshika Foundation, in pant of in full, then the Hespital reserves [Us right o maka up the shortfall from anather NGO ar any other source. This
confirmation essantially states that the Hospiial will not avall any duplicals assistance for the same paliantizase rom any other NGO or any olher source
2} The assistance from Koshiks Foundation ts only financial in nature. The choice of the (reaimentprocedure advisediconducied by the Hospdlal on the
pafiant, |3 based on the armangement batwean the patiant & the Hospltal, and I8 in no way influenced by Koshika Foundation Hence, the Ho=pital will
assume sole & complets responaibility of tha treatmend & It's outcome & salely of the patlent, and Koshika Foundation will have ne role or responsibility

in the matter.
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