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DECLARATION by APPLICANT. SFITS B W19 9%;
1} | hereby confinm (kat all detalls In this Form are Trus 1o the best of my knowledge. hny false statemant will render my Application & ongoing assistance, i any,
llzbbe for rejectonicancatiation. _ )

2} | sobernly confirm that assistance, f recelvied from Koshika Foundation, wil be used anly for fhe “purpasa’, as staled in this Form, for which sich assistance
was reguasted by me.

3} | haraby confirm that | have not & will nat in future, avail of reimbursement, in part or in full, from any aiher solrca/employerfinaurancs company, of the amount
for which Inig ansistance is fequeslad.
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1) By affixing my signature or thumb impression on this Form. | (Applicant) heraby agree & authoriss Koshiks Foundation and it's Trustees o
usalpublishiput-upireproduca my name, address, photo & details of the ‘purposa”. for which such assisiance is reguested/grantad, through any
medium, including tut not limited to verbial, print, electronlz, for saliciting denalions lor Koshika Foundation andfor dissaminating information sboul it's
sctiviiesiashisvemenis. Such use of my photo & details can be made by Koshiks Foundalon bafore o after my trestment of fulfliment of the "purposs’
for which assislance is being requested

2) | (Applicant) further agree that any such use ol my name, address, pheto & detalls of the "purposs”, for which such assistance |s requesiedigranted.
will not automatically entitie me lor recelving or cantlnuing the said assistance. The declsion for grenting endlor conlinulng the assistance will rest sclely
with the Trustess of Koehika Foundation, and their decision s this regard will be firal and acceptable 1o ma
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AGREEMENT by HOSPITAL {wrarms 510 %75 )
By affung hereunder, sagnature of our Authonsed Signatary for ragommending this case/patient Tor financial assistance from Koshilka Foundation, we
(Hospital | heraby affirm & accapt following:
1} that we neither am pressntly nor will in futare avail of financla! ssslstance from another NGO or any other source, for the same patient/case, as we are
requesting 1o got from Koshika Foundation, to the exlent Ihat such aesislance is graniad by Keshika Foundation, If the requested assistance is not granted
by Koshika Foundation, In part or in full, then the Hospltal resarves it's right 1o make up the shortfall from anather NGO or any other source. This
confirmation sssentially steles that the Hospital will not avall any duplicate sssistsnce for the same patianticase from any olher NGO or any other source.
) The essistance from Koshika Foundation is only financlal in nature, The chalce of the trealmentpracedurs advised/conducted by the Hospital an tha
patient, is based on the arrangament batween the patient & the Hospital, and isn no way influenced by Koshika Foundation. Hance, the Hospital wil

assume sole & complete responsibiiity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respensibility
In the matter.
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