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DECLARATION by APPLICANT. STR¥e R Wi 15:

1) | heraby confirm that all detats in this Fom are Trus to the best of my knowledge Any false stslement will render my Application & ongoing assistance, if any,
linble for resection/cancedation

2) | sslemnly sonfirm thal assistance, f received from Koshika Foundation, will be usad only for the *purpose”, a5 statad in this Form, lor which such assistance
was requisted by me.

3 | heuby confirm that | have niot & vl nat in future, sveil of reimbursement. in et of in full, from any other sourcefemployerinsurance company, of the amount]
for which thie ansistance |6 requesied
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AGHREEMENT by APPLICANT | =rms o =)

1) By afiking my signaturs or thumb imprassion on thee Form, | (Applcant] hersby agree & authonse Koshlka Foundation and it's Trustees to
wselnublish put-upfrapraduts my nams, address, pholo & delalls of the “purpese”, for which such assisiance is requested/granted, through any
miedium ingluding but niot lmited 1o verbal, print. atectrenic, for soiiciting donalions for Koshika Foundalion and/or disseminating infofrmalion aboul s
sotivitesfachisvements. Such uss of my phote & detaiis can be made by Koshika Foundation betore or after my tragtment or fulfilment of the "purposa”
for which assistancs @ bmng roguesies

2) | (Applicant) luthet sgres thal arty such use of my name, pddress, photo & detaits of the "purpose”, for which such asgistance is requestadigranied,
will not sutomatically entitle me for receiving o confnuing the sald sesstance. The decision for granting and/or conlinuing the assistance will rest soledy
with the Trustess of Koshba Foundation, and thair decision i this regard will be final and acceplable 1o me
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AGREEMENT by HOSPITAL (wam & W)

By affixing hareunder, signatura ol our Autharised Signatory for recommending (his case/patient for financial assistance from Keshika Foundation, we
(Hospital) haraby affirm & accept following:

1) thet we hailher are preseatly non will in lulute avall of ranclsl assistance fom another NGO or any other source, for the same patient/case, 83 we are
requesting to get from Koshika Foundation, to the extent that such aseislance is graried by Koshika Foundalion, If the requesied assistance is nol granded
by Koshika Faundation, in part or i full, then e Hospitsl resarves iUs right 1o make up (he shortfall from another NGO o any other source. This
confirmation essentially states that the Hospltal will nat avall any duplicate gesistance for the same patient/casze from any other N30 or any other source.
2) The assistance from Koshika Foundation ig enly financial in nature. The choice of the treatment/procedure advised/conducied by the Hospital an the
patignt, s based on the amangament batween the patient & the Hospiial, and |5 in no way Influenced by Koshika Foundation. Hence, the Hospital will
ansums sols & pomplete responsébility of the treatment & IU's outcome & salely of the patlent, and Koshika Foundation will have no role or responsibiiity
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