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DECLARATION by APPLICANT: SETs 3 W 78
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1) | herety confirm that af details in this Form are True 10 the best of my knowledge Any false statement wil render my Applicaton & ongoing sssislanag, |any,
fisbie for mjsction/canceftation
2} | solemnly confirm fhat assistance, If received from Koshika Foundation, will be used only for the “purposs”. s stated in this Form, for which such assistance
was requested by me
3) | heraby confirm that | have nol & will nat in huture, avall of reimbursement, in part o in full, from any other sourcelemployerfinsurance company, ol the amaount
for which this ss=isisnce is requasted
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1) By afliing my signatlre of thumb impression on this Form, | [Applicant] hereby sgree & suthorise Koshika Foundation and i's Trusiees ia

usa/publishiput-upireproduce my neme, address, pholo & detalls of the *purpose’, for which such sssistance is requestadigranted, lhwaugh sny

medium, including bul nat limited 1o verbal, print. slectronic, for soliciting donations for Koshika Foundation andior disseminating information aboul it's

echvities/achipvomenta. Such use of my pholo & delalls can be made by Koshika Foundation before or afier my treatment o lulflimant of the *purpose”
for which aasislance s being requested

2} 1 (Applicant) further agree that any such use of my name, address, photo & details of the “purpase’, for which such assistance is requestedigranted,

will nal sutomalically entitle ma for receiving or continuing he sald aswistance, The decision lor granting andlor continuing the sssistance will rest solaly
with the Trusteey of Kashika Faundstion, and their declsion i this regard will ba fingl and scoeplable to ma
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AGREEMENT by HOSPITAL (ws9me gm 1)
By affiing hemmundar, signalure of our Aulhorised Signalory for recommending this casa/patient lor fingncisl essiutancs fram Hashike Foundatlan, we
(Hospital) heroby affim & sccept following:
1} thal we neither are prasantly nor will in future avall of financial assistance from anolher NGO or any other source, for the same patiant/case, as we are
requesting 1o gt from Koshika Foundation, 1o the axtent that such assistance is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshika Foundatian, In gart of in hil, then the Hospital reserves it's right 1o makie up the shortfall fram another NGO or any other source. This

confirmation essenlially states thal the Hospital will not avall any duplicate assistance for the same patientcase from any olher NGO or any olher source
2) The sssigtance from Moshika Foundation is enly financial in nature. The cholce of the reatment/procedure sdvisediconducied by the Hospital on (hi

patiant, s based an the arrangement between the pallent & the Hospltal, and s in no way influsnced by Kouhiks Foundation Hence, the Hospltal will

sssuime golo & complete responsibility of the ireatment & it's cutcome & satety of the patisnt, and Koshika Foundation will have no role o responsibility
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