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DECLARATION by APPLICANT: SERS® GHT Wi ¥a:
1) | heseby confirm ihat all detalts in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, Il any,
listile for rejection/cancedlation.

2} | solemnly confirm that assistance, f received from Koshika Foundation, will be used only for the "purpose”, as stated in this Form, for which such sssislance
was requestad by ma.

3) | heratry confirm that | have not & will nat in future, avail of reimburseman, In part o in Rll, from any other sourcalemployerfinsurance comaany, of ihe amount
for which this assiglance 5 requesied.
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AGREEMENT by APPLICANT (®ees g #1)

1) By affixing my signature or thumb impreesion on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Truslees 1o
uselpublishiput-up/raproduce my name, sddress. photo & details of the “purpase”; for which such assistanca is requested/granted. through any
medium, inchuding bul not limited to verbal, print, electronic, for soficliing donations for Koshika Foundation andlor disseminating Information abaut It's
aclivities/achieverments. Such uses of my photo & delalls can be made by Koshika Foundation before o after my treatment or fulfiiment of the “purpose”
for which nssistance is being requesied.

2) | {Applicant) further agrea that any such use of my name, address, pholo & detalls of the "purpose”, for which such assistance s requesied/granted,
will ot sutomatically antitle me for recelving or continuing the said assistanca. The decision for granting andfor continuing the essintance will rest aclely
with tha Trustees of Koshika Foundation, and their dacision is this regard will be finel and scceplable 1o me.
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AGREEMENT by HOSPITAL (w@mm Tf %)

By affizing hereunder, signature of our Authorised Signatory for recemmaending this caselpalient for financial assistance from Koshika Foundalion, we
{Mompital) hersby sffirm & accepl foliowing:

1) that we naliher are presently nos will in future svail of financial assistance from another NGO or any other source, for the same palient’cass, os we are
requesting 1o gt from Koshika Foundation, to the extent that such assistanca ie granted by Koshike Foundation. Il the requested assistanca is not granted
by Kashika Foundation, in part of in full, then the Hospltal reserves It's right to make up the shorifall from anather NGO or any othef source. This
canfirmation essantially stofes that the Hospital will not avall any dupiicate assistance for the same palisntcase from any othar NGO or any othar soures.
2 The assistance from Koshika Foundalion Is ondy financial in nature. The choice of the tresiment/procedure advised/conducted by the Hospltal on the
patient, is based on the srangemant between the patient & the Hospital, and is in no way Influsnced by Koshika Foundation, Henca, the Hospital will
assume sole & complate responsibiiity of the treatment & [V's outcome & safely of the palient, and Koshika Foundation will have no role or responsibility
in the matier
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