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DECLARATION by APPLICANT: ST% B WMy 73;

1) 1 nerety confirm fat all delals in Bs Form are True 1o the best of my knowledge. Any faise statement will rander my Application & ongoing aseistance. If any,
[sbsle for pajectinnicanceiiabon

2) | sobemnly confirm that sssistance, # recewed om Koshika Foundatian, will be used only for the “purposes” s atated I this Form, for which such assistiance

WS reglesleg by me. |

31 | hereby confirm that | have not & will not in future. avail of rembursement. in part or n hi, from any other source/emgployerinsurance company. of the amount

for which this ssorstance & equesisd
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AGREEMENT by APPLICANT | yiaes g 77)

1) By affuing my sigrature of thumb impression on this Form, | (Applicant) herety agroe & authorise Koshika Foundation and if's Trustees Io
use/publishipli-upireproduce my name, sddress, photo & datails of the “purpose”, for which such assislance is requested/granted, Mrough any
medium, inaluding bul not limited to verbal, print. electronic, for soiiciting donations for Koshiks Foundation and/or disseminaiing information about i's
actwibies'achievemants. Such use of my pholo & detalls can be made by Koshika Foundation before or after my treatmant or fulfliment of the “purpose”
for which assistance s being requesiad.

2} | {Apphcani) furiher agree that any such use of my name, address. photo & details of the “purpose”, for which such assistance is fequesied/granted,
will not sutamatically eniitie mw for recelving of continuing the said assistance. The decision for granting andlor confinuing the assistance will rest solaly
with tha Trusises of Koshika Foundation, and the  facision s this regard will be Mnal and acoeptabie 10 me.
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AGREEMENT by HOSPITAL {wruss pm ®00)

By afixing heseunder. signature of our Authorsed Signatary for recommending this case/patient for financial assistance from Koshika Foundalion, we
(Hospila) hereby afrm & acoapt following.

1) thal we neitner are presently nos will in future avall of fnancial assistance from another NGO or any other source, for the same palisnticase, an we are
requesting to get from Koshika Foundafion, (o the exdont that such sssistance i granted by Koshika Foundation. f the requesied sssistance is not granted
try Koshika Foundation, i pan or in full, then the Hospital reserves it's night 1o make up the shortiall from another NGO or any ather source. This
confirmaton sssentially states that the Hospitsl will not svsil any duplicete sssistance for the same patienticase from any other NGO or any other source
71 The essistance bom Koshika Foundation is only financal in nature. The cholce of tho resimentiprocedire advised/conductad by the Hospital on the
patiznt, B based on the srangement betwaan the patient & the Hospital. and & in no way influenced by Koshika Foundation. Henca, the Hospital will
assume solo & complete responsibelity of the treatment & I's outcome & safaty of the patient. and Koshika Foundation will have no role of responnibiiity
irthe matler
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