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DECLARATION by APPLICANT. STRTw B Wiver w3

1) | hereby, cenfirm ihat all detalls in this Form are True o the bast of my knowledge. Any faise statamant will render my Application & ongaing assistance, il any,
limbds for rejection/cancellation.

2) | solemnly confirm that sssistance, if recslved fram Koshike Foundstian, will be beed anly for the “purpose”, 5% ststed in this Form, for which such assistance

was requasiad by ma

3) | nedebyy confirm that | Have nat & will nal in future, aval of reimbursemen, in pat or inlull, frem any ather sourcalemployarfinsurance company, of the amount

taor which this assistance is requesied
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AGREEMENT by APPLIGANT [ seres gim =17}

1) By aflixing my signature of thumb bmpression on this Farm, [ (Applicant] hereby agree & suihorise Koshlka Foundation and iU's Trustees 1o
ussipublishipul-upiteproduce my name, addrass, photo & details of the “purpese”, for which such assistance is requestedigraniad, through any
meadium, including bl not limied to vertsl, print, electrone, for solieiting donallons for Koshika Foundation andiar disseminating information aboul it's:
acilitiesiachipvements. Such use of my pholo & detaits can be made by Koshixa Foundation before or after my reatmant or futfilment of the “purpose”
for which assistanca s being roquesisd

211 (Applicant) further sgree that any such usa of my name, address, photo & detais of Ine “purposa”, fet which such assistance is requastadigraniad,
will not automaticatly entifie ma far recaiving of confinulng the said assistance. The decision for granting gnidior continuing the pssistance will rest solaly
with the Trusi=es of Koshika Foundation, and ineir decision is ths regaed will be final @nd acceptable to ma,
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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By atfixing havourder, s:gnature of our Autharised Signatery lor recommending Ihis cass/patient for financial assistance from Koshika Foundation, we
{Hospital] haraby affirm & accept following

1} that we neithar are praseatly nor will in luture avail of financal sssistance from another NGO or any other source, for the s5me patient/cass, 85 we sre
raquesting to get from Koshika Foundation, o the extent thal such assistance 15 granted by Koshika Foundation If the requested assistance is not granted
by Koshika Foundation, In part o kn full, then the Hospltal resarves it's right to make up the shortfall from anolther NGO or any other source. This
confinralion essentially £lates that tha Hospital will not-avail any duglicate assistance for ihe same patlent/case from any oiher NGO or any other source.
2} The assistance from Koshika Foundation is only financial in naturs. The chaice of the traatmentiprocedurs advised/conductad by Ihe Hospilsl on the
patient, | based on the amrangement between the gatisnt & the Hospral, and is in na way Influenced by Koshika Foundation. Hence, the Hospital will
assume solo & complete responsibllity of the treatment & it's outcoms & sefety of tha patisnt, and Koshika Foundation will kave no role or responsibility

In the matter
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