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DECLARATION by APPLICANT: SIS § SMom i;

1} | heroby confirm that all details in this Form are True o the best of my knowledoge. Any false statement will render my Application & ongeing assistance, if any,
labde for rejectonicancellation,

2} | solemnly confirm that assistance. If received from Koshika Foundation, will be used anly for the “purpose”, 85 stated in this Form, for which such assistence
was requesied by me

3} | heraby confirm that | have not & will not in tuture, avall of reimbursemant, in par of in ful, from any other sourcelemployerinsuranca company, of ihe amount
T which this assmslancs = requesied
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1) By affising my signalure o thumb Impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trusiees 1o

ueaipubiish/put-up/reproduce my name, address, pholo & detsils of the “purpose”, for which such assistance is requested/granted, through any

medwm, including but net limited to verbal, print. electronic, for solicliing donations for Koshika Foundation and/ar dissaminating Information about it's

acilv/tes/achigvemanis. Such use of my pholo & delalis can be made by Koshika Foundalion before or after my treatment or fulfitment of the "purposs®
for which sssistance is being requested

2} | {Applicant) further agres that any such Use of my name, address, pholo & detalls of the “purpose”, for which such assistance is requestedigranted,
will not aulomalically enfitle me for recelving or continuing the sald assistance. The decision for granting and/or conlinuing the assisiance will rest solety
with the Trustens of Koshika Foundation. snd their decislon is this regard will be linal and acceplable (o me.
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AGREEMENT by HOSPITAL (wwmae §W =07) R
By affixing horeunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kaeshika Foundation, we
{Hespltal) hereby affirm & accept following:
1) thaat we neither are prasently nor will in future avail of financial assistance from another NGO or any other source, for the sama patient’case, as we are
requasting 1o get from Koshiks Foundation, o the axtant that such assistance is granted by Koshika Foundation. If the raguested assistance is not grantad
by Koshika Foundatian, in part or In full, then the Hospitel ressrves U's right to make up the shortfall from another NGO or any other source. This
confirmation sssantially stales that the Hospitsl will not aval any duplicate sssistance for the same patienticasa from any other NGO or any other soura
2) Tha assistance from Koshika Foundation is only finencial in nature. The chalce of the treatmentiprocedure advisediconducted by the Hospilal on the
patiant, (s basad on the arrangement belween the patienl & the Hospilal, and is in no way Influonced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibiity of the treatment & it's oulcome & safety of the patient, and Keshika Foundation will have no role or responsibility
in the matter.
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