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DEGLARATION by APPLICANT: st GRI Smen wa:

1) | hereby canfirm that sl detalls in this Form are True to the best of my knowledge. Any faise statement will render my Application & ongeing assistance, If any,
liable for rejaction‘cancelation

2} | salemnly confirm that assistance, Il received from Koshika Foundation, wili be used only for the “purpose”, as staled in this Form, for which such assistance
was requesied by ma.

3) | hareby confirm that | have net & will not in futurs, avail of reimbursement, in part or in full, from any other source/smployerfinsurance company, of the amount
for which this assistanos 8 reqgiested
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusioes 1o

usalpublish/put-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance Is requested/granted, through any

medium, Including but nat limited to verbal, print, elactranis, for soliciing donations for Koshika Foundation andlor disseminating information about it's

pctivitiss/achisvements, Such uss of my photo & details can be made by Koshika Foundation before or after my treatmeant or fullliment of ihe “purpose”
for which sssistance is being requested.

24| (Applicant) further agraea thal ary such use of my name, address, pholo & details of the “purpaee”, for which such assisiance is requested/granied,
will nol automatically entitle me for receiving or continuing the said sssistance. The decision for granting and/or continuing the essistance will rest solaly
with the Trustees of Koshika Foundation, end Iheir decision is this regard will be final and acceptable to me.
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AGREEMENT by HOBPITAL (W gm %)

By afflxing hereunder, signature ol our Authorised Signatary lor recommending this case/patient for financial assistance from Keshika Foundation, we
(Hospital) horeby affimn & sccepl following:

1) ihat we nelthes are presently nor wil n fulure svall of financial assistance from snother NGO or any other source, for the sams patient/coss, as wa are
requesting to get from Koshika Foundation, (o the exient thet such assistance is granted by Koshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital resarves it's right to make up the shorifall from another NGO or any other source. This
confirmation essentiafly states thal the Hospital will not avail any duplicate asaistance for the sama patient/case from any other NGO or any othar source
2) The assistance from Kashika Foundation is only financial In nature. The cholee of the treatment/procedure advisediconducled by the Hospital on (he
patient, is based on the arengement batween the patient & the Hospital, and Is In no way influenced by Keshika Foundation. Hance, the Hospital will
aEsuma sala & complate responsibifity of the trealmant & I's outcome & safety of the patient, and Koshilka Foundation will hava no role or responsibliity
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