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DECLARATION by APPLICANT: 3Fiw Zm7 W 9%;

1) | hamakry canfinm that all detalls in this Form are True to tha best of my khowledge. Any talse stalemant will tentier my Application & ongoing assistance, if any,
lizbe for repecticnicancaliation

2) | solamnly confirm that assistance, if received from Koshika Foundation, will be used only for ths "purpose”, as sistad In this Form, for which such assistance

was requanted by me

3} | hereby confirm that | have rot & will not n fulure. avail of reimburssment, in pan of in tull. fram any other source/employerfinsurance company, of the amount

for which (nis assRtancs is requesied
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AGREEMENT by APPLICANT | smw gim %)

1) By affixing my signaiurs or thumb impression on this Farm, | (Applicant] hareby agree & authorise Koshike Foundalion and i's Trustees 10
useipublish/pui-upiraproduce my name, address, photo & detalls of the "purpose”, for which such assistance |s requested/granted, through any
mslium, nciuding But not dmited to verbal, print, slectronic, lor soficiting donations Tor Kashlks Foundation andicr dissaminating information aboul it's.
aetivitlas’achisvements Such use ol my phote & details e be made by Koshike Foundation before or afier my ireaiment or fulfilmant of the ‘purpose”
for which assistance s boing requested
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will not sitomatically entitle me for receiving of conlinulng the ssid sssistancy. The decigion for gronting andlor continuing the assistance will rest sclely
with the Trustess of Koshika Foundaiion, and thar deciszon s this regard will be final #nd accepiable to ma,
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AGREEMENT by HOSPITAL (¥%mm 3/ i )

By affixing hereurider, ssgnature of our Authorised Signatory for recommending Ihis case/patient for financial assistance from Koshika Foundation. we
(Hospital) heraby affirm & accapt follDwing

1} that we risither are prosently not will in fulurs svall of finantial sssistance trom anothet NGO or any other source, lor the same patisnt/case, 85 we are
requasting to gel from Koshika Foundation, to the extent (hat such assistance is granted by Keshika Foundation. If the requesied pssistance is not granted
by Kashika Foundation, i part or in full, than the Hospidlal reservas i1's righl to make up tha shortfall from another NGO or any other source. This
canfirmation ezzeniially etoies that the Hospital will not avail any duplicale assistance for ihe same patient/case from any Gther NGO or any other source.
2} The assistance from Koshika Foundation is only financial in nalure, The chodce of the treatment/procedure advised/conducied by the Hospilal on tha
patient, is basad on the arrangemant betwean the patient & the Hospital, and is in no way Influenced by Koshika Foundation, Hence, the Haspital will
assume sole & complete respansibifiiy of the reatment & [f's outceme & safety of the patien, snd Koshika Foundation will have no fole or responsibifity
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