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DECLARATION by APPLICANT: Ews T@ sShom o7

11 | hereby confiem that all datails n this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assislance, if any,
lighle 'or rajection‘cancelfalion.

2} | solemnly confirm Ihat assistance, il recaived from Koshlks Foundaton, will be vsad only for Ihe “purpess”, 3s stated in this Farm, for which such assistance

was requested by ma.

23| hraby confinm thet | have ot & will not in Rature, svail of reimburserment, in part or in lul, from any other seurtRlemplayarinsurance company, of the amoun

far which this assistance is requested
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AGREEMENT by APPLICANT { swwimw o5 F47)

1} By affizing my sigrature ar thumb impreselon on this Femn, 1 {Applicant} hereby agras & authorise Koshlka Foundalion and it's Trestess to
useipublishiput-upireproduce my name, address, photo & details of the "purpose”, for which such assistance is requestedigranted, thraugh any
medium, including but nod Timited to verbal, print, glagtranic, for soliciting donalions for Koshika Foundation andfor disseminaling information about its
activilies'achievements. Such use af my pholo & detalls can be made by Koshika Foundation beforg or afler my Ireatment ar tulflment of the “puerposc”
for whigh asslslance ia being requested.

2} | {Applicant) fariher agrea that any such uge of my name, address, photo & details of the “purpose”, lor which such assislance is requastedigranted,
will net aulomatically enlitle me for raceiving of continuing the sakd assislance, The decizion Tor granting andier continuing the asstetance will rest solsly
wilh The Trustess of Koshika Fourdallon, 2nd their decislon ls this regard wlil be final and acceplatia o me.
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:' AGREEMENT by HOSPITAL (%7 BT =R}

By aftixing hereunder, signature of our Authorised Signatory for recommending this case/patient ler financial assislance from Koshika Faundalion, we
tHospital) kereby affirm & accept follewing:

1y thal we neither are prosenily nor will in ulueg 3vail of financisl gssistance fram another N30 or any othar source, far the satng patienticase, as we are
requesting Lo gel from Koshika Foundation, Lo the extent that such assislance is granted by Koshika Foundalien. |f the requested assislanca 15 nat granied
by Koshika Feundation, in part or in full, then the Hospilal resenves iUs nght to meks up Whe shortfall from ancther NGO or any olher source. This
confirmation essentially states thal the Hospital will nol avail any duplicate assistance for the sama patlenticase from any gther NGO or any alher sourda
2} The assislance from Koshika Foundation is only fimangial in nature, The choice of the Ireatmenlfprocedung advisedfconducted by the Hospital on the
patient, Is based on the srrengamant between the patient & the Hespilal, and is in no way Infuenced by Koshika Faundation. Hence, the Hospital will
assume sole & ogrmplate responsibility of the reatmant & iU's cutcome & salaty of the patient, and Kpehlka Foundation will have na rola or responsibility

irn tha matter.
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