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DECLARATION by APPLICANT. sTiew Zm e Tw;

1} | herebry confirm thal all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongolng assistance, if any,
limdile for rejecton/cancellaton

2) | solemnly confirm that assistance, ﬂmmﬁmﬂmﬁlhhm will e used only for the "purpose”, as staled in this Form, lor which such assistance
was requested by me.

3) | heretyy eonfirm that | have nol & will not in future, avail of reimbursement. in pan or in lull, from any other sourcelemployerinsurance company, of the smount
for which this assistance @ requasisd
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AGREEMENT by APPLICANT | s @ #1)

11 By affiing my signalure or thumb impression on this Form, | (Applcant) hereby agree & suthorise Koshika Foundation and its Trusless i
use/publishiput-upireproduce my name, address, photo & detalls of the "purpase”, for which such asslstance ks requestedigranted, through any
medium, including bt nat limitmd 1o verbal, print, slecironle, for soliciting donations for Koshika Foundation snd/or disseminating Information aboul it's
activiles/achievemenis. Such use o my photo & detaits can be made by Koshike Foundalion before or after my treatmant or fullimant of the “purpose”
lor which assisiance ls belng requesied

2] | (Applizant) furthor agree that any such uss of my name, sddress, phato & detalls of the "purposs”, far which such assistance |s rsquesiedigranted,
will nel automatically enlille me for receiving or continuing the said assistance. Tho decislon for granting andior conlinuing the assistance will res| solaty
with ine Trustess of Hoshiks Foundalion, and thelr decision |s this regard will be final and acceplable to me,
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AGREEMENT by HOSPITAL (W=718 B0 %ot)

By effixing hereunder, signature of our Authorlsed Signalory for recommanding this casalpatisnt Tor financial assistancs from Koshika Foundation, we
|Hospital) heroty affirm & accept following:

1) that we neither are prosantly not will in future svail of financial assislance from snother NGO or any other source, for the same patieni/case, as we om
requesting to gel from Koshika Foundalion, to the extent that such essistance is granted by Koshika Foundation. If the requestad assisianca Is not granted
by Koshika Foundation. n part or in full, then the Hospitsl reserves IU's right to make up the shortfall from another NGO or any other source, This
confirmation essenilally stales thal the Hospltal will not avall any duplicale sssistance for the same patienticase from any other NGO or any other source
2] The assistance from Koshika Foundation is only financial in nature. Tha choice of the restmentprocedures advised/conduciad by the Hospitat on the
pafienl, s basad on the arrangemant betwasn tha patiant & the Hospital, and |s in no way Influenced by Koshiks Foundation. Hence, the Hospital will

Tmﬁﬂﬁmmﬂhmnﬁﬁmﬂmmﬁﬂ'l outooms & safety of the patlant, and Koshika Foundation will have no rode or respongibiity
in matlar.
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