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DECLARATION by APPLICANT. sties g simos =,
1) | hereby confien thai all detaits in this Form are Trus fo the best of my knowledge. Any false statement will render my Application & engoing
Lustbe lor rejection/cancelation.

2} | solemnly confirm thel assistance, ¥ raceived from Koshika Foundation, will be used only for the “purpose”, a5 stalad in this Form, for which such
wiE requestod by me.

) | horady confirm that | have not & wil not in future, vl of reimbursement, in pari or in full, from any ofher sourceemployecinsursnce company. of the
for which this. nssistance s equesiod,
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1) Dy aMixing my sighatute or thumd impression on Mis Form, | [Applicant) hereby agree & authorise Koshika Foundation and ii's Trustees fo
useipublsh/put-uplreproduce My name, sddress. photo & details of the *purpose”, lor which such assistance ls requestedigranted, through any
mdinm, inclading but not benlted bo varbal, prinl. electronic, for solicing donations for Koshika Foungation andior disseminating information aboul I1's
activitlesiachisvements. Such use of my pholo & details can be made by Koshika Foundation before or aller my reatmant or fuliiment of the "purpose’
for which ansistanoe m beng requected.

21 | (Applicant) further agree that any such usa of my name, address. photo & detaily of the “purpose’, for which such assislance is requesiadigranted.
will mel mutcrmatically enlie me lor recaiving or confimiing ihe said assistance. The decision foc granting and'or continulng the assinianco will reat soledy
with the Trustees of Koshia Foundation, and their decision is this regard will be final and scceptable i me.
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AGREEMENT by HOSPITAL (Feims zm %1t

By affixitg hersunder, sighalure of our Auihonsed Signatory for recommending Ihis casefpatient lor fnancial assstance from Koshike Foundation, we
{Hesphat) herety affirm & accept following:

1) that we neither mne presently nor will in future avail of finencial assistance trom ancther NGO or any other source, for the same patient/case, as we are
reguasting lo gt from Koshika Foundation, to the extent that such assistance is granied by Kashika Foundation. If the reguasied assistiance is nol granied
by Koshika Foundation, m pa of in full, then the Hespital reserves ICs right to make up (he shonfall irom another NGO or any other source. This
confirmition essentially stales ihat the Hospital will nol svall any duplicale assistance for the same patienticase from any other NGO a¢ any olher source
2) The assstance from Hoshika Foundation is only financial in nalure. The choikca of the treatmentprogedure advisediconduciod by tha Hospltal an the
patient, s based on the arrangement batwean the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital wil
aEsume sole & complels responsibiity of the eatment & i cutcome & satety of the patint, and Koshike Fuundation will have no role of responsibility
in the matter,
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