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DECLARATION by APPLICANT. 3578vs g s 7.

1} 1 hesaby confirm that all datalls in this Form are True o the best of my knowiedge. Any false statemeant will render my Application & ongoing assistance. if any.
Hadle far rejectionicancelintion,

2) | solsmnly cordirm thal assistance, [f recelved fram Koshlia Foundation, will ba usad ofily for the “purpose”, 65 stated in this Form, for which such assisiance

was reguasted by me,

3} | hareby confirm that | have not & will not in fulure, avail of rimbursement. in parl of in full, from any other source/emplayedinsurance company, of the amount

for which this assistamoe g fequiesled
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AGREEMENT by APPLICANT ( smiew: gm) W)

1) By affixing rmy signaluse or thumb impragsion on Ihis Form, | (Appiicant) hereDy agrea & authorisa Koshika Foundation and it's Trusiees 1o
usafpubilish/put-up/reproducs my name, address, photo & datalls of the "purpase”. for which such assistance is requestedigranted, through any
medium, Including but not imited 1o verbal, print, elecironie, lor soliciling donations for Koshika Foundation andfor disseminating information aboul it's
sotivitiesiachisverments. Such use ol my pholo & delalls can be made by Koshika Foundafion before or after my treatment or fullimant of the “purposs”
for which assistance is being requesied

2) | (Applicant) turthar agree that any such use of my name, address. photo & detalls of the "purpase”, for which such assistance fs requested/grantsd,
will net autematically entifle me for recaiving or continuing the said Rssistance. The declsion for graning andfor continuing the assistance will rest solaly
with e Trustess of Koshika Foundabon, gnd their decision is this regard will b2 final and scceptable to ma
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AGREEMENT by HOSPITAL (wssmt &0 W)

By affiming hereundir, signature of our Authorised Signatory for recommending Inie caselpatient for financial assistance Irom Keshika Foundation, wa
{Hespital) haraby affirm & accept following:

1) that we neiher ame presently nor will in future avall of financial assistance from anolher NGO or any ather sourcs, lor Ihe same patient/case. a4 we are
ragquesting (o get from Koshike Foundation, o the exten that such assistance is granted by Koshika Foundation. If the requested assistanca is not granted
by Koshika Foundafion, in part or in 1ull, then the Hospital reserves il's right to mike up the shartfall from anather NGO or any other source. This
confirmation essentially siales that the Hospital will not avell any duplicate sssistance for fhe same patientfcase from any other NGO or any ather source.
2) The assistance from Koshika Foundation Is only financial n nature. The choice of the ireatment/procedure advised/conducied by the Hespital an 1he
patient, is based en the amangament batween the patien & the Hospital, end is in no way influenced by Koshika Foundation, Hence, he Hospital wil
assume sols & complete responsibllity of the traatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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