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DECLARATION by APPLICANT: STe&s §I S W

1) | heseby confimm thal all detalts in this Form arne True to Ihe bestof my knowledge. Any false stalement will rendaer my Application & ongoing assistance, if any,
liabis for rejection/cancelizon.

2} 1 solemnly confirm that assistance, If recelved from Koshika Foundation, will be used enly for the “purpose”, as stated in this Form, for which such assistance
was requested by me.

3) | hereby confirm that | kave not & will nol in future, avall of reimbursement, in part or in full, from any other sourcelfamployerfinsurance company, of the amaunl

for which this sssistance i requested
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AGREEMENT by APPLICANT (suta® g1 %11)

1) By affiing my signalufe or thumb impression on this Form, | (Applicant) heraby agres & authortss Koshiks Foundation and it's Trusiees 1o
usa{publishiput-uplreproduce my name, addmss. phato & detalls of the “purpose”, for which such assistance |s requested/granted, through any
medium, Including but not limited to verbal, print, electranic, for soliclting danatlons for Koshiks Foundation andior disseminaling information abaut it's
activiies/achisvements. Such use of my photo & details can be made by Koshiks Foundation before ar after my treatment or fulliment of tha *purpose’
for which asslstance is being requasied.

2) | (Applicant) furlher agree that any such use of my name, sddress, pholo & detalls of the "purpose”, for which such assistance is requesisdigranted,
will nol autematically entllle ma tor recelving of continuing the said assistanca. The decision lor granting and/or continuing the assistance will reel golely
wilh tha Trustess of Koshika Foundation, and thair decision ts this regard will be final and scceplable to me,
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AGREEMENT by HOSPITAL (¥wam o0 1)
By aflixing hereunder, signalure of our Autharised Sigmaiory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) thal we nefther are presently nor will in future avall of financial assistance from anolher NGO or any other source, for the same patienticase, a5 we dre
requasting to gel from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. If the requested sesistance [s nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves i's right to make up the shortfall from another NGO or any olher source. This
confirmation essantially stales that the Hosplial will not avall any duplicaie assistance for the same patient/case from any olher NGO or any olher source,
2} Tha assistance from Koshika Foundalion is only financial in nature. The choice of the reatment/procedure advised/conducted by the Hospital on the
pathent, s hasad on the amengement between tha patient & the Hospital, and 18 In no way Influenced by Koshika Foundation, Henca, the Hospital will

gssuma sole & complets responsibifity of the treatment & It's outcoms & safely of the patient, and Koshikn Foundation will heve no role or responsibility
Imi ther mistbar.
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