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DECLARATION by APPLICANT: SHTE B TIon w¥:

1) | hereby confirm Ehal 8l detalls in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance. i any,
libéa for rajection/ cancalkation.

2§ | selermnly confirm thal assistance, f received from Koshike Foundation, will ba used only for the "purpose”; as stated in this Form. fof which such-assistance

was requested by ma

3} | heveby confirm that | have not & will not in future, svail of reimburssment, in part or in Iull, from any other sourcelemployerfinsurance company. of the amount
for which this assistance s requested
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AGREEMENT by APPLICANT | smims gm %)

1} By affixing my signatwre or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and Il's Trustees fo
use/publishipul-upireproduce my nams, address, photo & details of the "purpose’, for which such assistance is requesiedigranted, through any
madium, nchuding but not Imited to verbal, print, electronls, for soliciting denstions for Koshika Foundation and/or dissaminaling information about il's

activities/achisvements. Such use of my photo & detals can be made by Koshika Foundation before or-after my treatment or fulfilment of the “purpose”
for which assistance is being requasiad,

2) | {Applicant) lurther agres that @ny such use of my nama, address, pholo & details of the "purpose’, for which such assistance is requestedigranted,

will ot sutomatically entitle me for recaiving or continuing the said assistance. The declsion for granting and/or continuing the assistance will rest solaty
with the Trustees of Koshika Foundation, and thair decision is this regard will be fina! and acceplable lo me.
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THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wwmma 50 %700)
By effiving hereundar, signature of our Authorised Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
{Hospital) haraty affirm & accept foliowing:
1) that we meliver are presently nor wil in fulure avail of financial assistance from anolher NGO or any other source, for the sama patienticase, a8 wa ane
requesting to get from Koshika Foundation, ta the exient that such assistance is granied by Koshika Foundation. If the requested assistance is nat granted
by Koshiks Foundation, In part or in full, then the Hospitsl reserves iUs right 1o make up the shortfall from anather NGO or any ather source. This
confirmation esseniially states thal the Hospiltal will not avall any duplicats assistance for the sama patlent/case from sny olher NGO or any othar source.
2) The assistance from Koshika Foundation is only financial in nature, The cholce of the treatment/procedure advised/conducted by the Hospital on the
patient, |8 bassd on fhe srrangement between the patient & the Hospital, and is in no way Influenced by Koshika Foundation. Hence, the Hospital will

nﬁi:m sole & complete responsibility of the treatmant & it's outcome & safaty of the patient, and Koshika Foundation will kave no role or responsibility
i the matier,
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