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DECLARATION by APPLICANT. SFmw g Wi H;

1) | harmatry confirm hat all datads in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
Eatsle for rejection/cancallaton.

2) | salemniy confirm that assistance, if received from Kozhika Foundation, will be used only for the “purppss”, &s staled n this Form, for which such assistance
was requasted by ma

3} | hersty confimm that | have nol & will rol in huture, avall of resmbursemant, in part or in bll, trom any other sosrcalemployedinsurance company, of the amount
Tor which this assistance & requestad
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1) By affixing my signature or thumb kmpression on this Form, | {Applicant) heraby agres & authordse Koshika Foundalion and ii's Trusless io
usaipublshipul-upireproduce my name, address, photo & details of the “purposa”, or which such assistance s requestedigranted, through any
madium, ncluding but not limited 1o verbal, pint, alectranlc, far soliclting donations for Koshika Foundation and'or dlsseminaling information aboul it's
activiteslachievements. Such use of my photo & delails can be made by Koshike Foundafion before or after my tramtment or fulfiiment of the “purposs”
for which asglstance i baing requesiad
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will not automatically entitie ma for recatving or continuing the sald assistance. The dacizlon for granting and'ar continuing the assistance will rest solaly
with the Trustees of Koshike Foundation, ard (helr decision s this regard will be finel end scoeptable to me
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AGREEMENT by HOSPITAL (gumrs g wal)
By affixing hereundar, signature of cur Authorised Signatory Tor recommending this case/patiert for financial sssistance from Keshika Foundation, we
{Hospital) hereby affirm & accept following:
1) that we neither sre presently nor will in fulure avail of financisl assistance from anglher NGD or any other source, for the same patlant/case, as we ane
reguasting to gal from Koshika Foundation, to fhe extent thal such assistance is granted by Koshika Foundation: If tha requesied assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospltal resarves it's right 1o make up the shoniall from another NGO ar any other sources, This
_ | confirmation essentislly sintos that the Hospital will not avelt any dupficate asaststance for (he same patiénticase from any other NGO or any other souros;
2) The assistance from Koshika Foundation is only financial in nature. The choles of the treatment/procedure advised/conduci=d by tha Hospital on ihe
patient, i based on the arangement betwean the patient & the Hoapital, and s in no way influsnced by Koshika Foundation. Hance, the Hospal will
gssume sole & complete responsibility of the troatment & IUs outcome & safety of ihe patient, and Koshike Foundation will have no role or responsiiity
in tha mafter.
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