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DECLARATION by APPLICANT. SUASH 7 Smm 78

1} | harsby confim that sl details in this Form are True 1o the best of my knowledge. Any falss statement will render my Application £ ongoing aesictance. if any.
hable for rejection/cancellation

2} | salemmly cordirm thet assistance, If rmosived from Koshika Faundation, will be used only for the “purposs”, a5 stated In this Form, for which such assistance

vras requesied by me.

3) | heteby canfirm that | have dot & will nal in future, sval of reimbursemend. i part or in lull, from any other sourcefemployerinsuranca company, of the amount

for which thes assiatance |s requestad
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AGREEMENT by APPLICANT (| srew pm w11)

1) By aflixing my signatura or thumb impression on this Form, | (Applicant] hereby agree & authonse Koshika Foundation and e Trusteas to

usel publishiput-upireproduce my name, address, photo & detalls of the “purpase”, for which such assistance s requestedigrantad, through any
msdliim, ncluding bul not lmited 10 varoel, print, slecronic, lor soliciting donations for Koshika Foundation andfor disseminating information aboul it's
activiiesfachievements. Such use of my photo & dotails can be made by Koshika Foundation before or afler my tregtmant or fulfiiment of the “purposa’
for which assistance s baing requested

Z) | |Applicant) lurther sgres thal any such iss al my nama, address, pholo & details of the “purpase”, for which such assistance (s reguasiadigrantad,
will not sutomatically eniitle me for receiving o continuing the said assistance. The decislon for granting andior continuing the assistance will rest salaly
with the Trustess of Koshiks Foundstion, and their declsion Is this regard will be final and acceptable 1o me
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AGREEMENT by HOSPITAL (wewme 5/ W)

By aflixkig hareunder, signature of our Autharised Signatery for recommanding this casefpatiant for firancisl assistance lrom Koshika Foundation, we
(Hespital) nareby affirm & accapt following:

1) that we nalthie s presenily nor will in future dvall of linencisl assistence fram anclher NGO ar any othed source, far the same patienl/case, a5 we are
requesting 1o gt from Koshike Foundaiion, to the sxtent thal such assistance is graned by Koshilka Foundation If the requested assistance is nol granted
by Koshika Foundation, in part or In full, then the Hosplial reservas it's right 1o maka up the shortfall from anotier NGO or any other source. This
confirmation essentially states that the Hospital will nol avell any dupboals assistance for the same patient/case from any other NGO or any other source
2) The assistence from Koshika Foundalion is only linancial in nature. The chaico of the treatment/procedure aduised/conducted by the Hospital an tha
patiant, is based on the arrangsmanl batwesn the patient & the Hespital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
gssume sols & complats responuiblity of the treatment & |F's oulcome & safety of the patient, snd Koshiks Foundation will have no role or responsibliity
in the matier,
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