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DECLARATION by APPLICANT: == w00 Wieon 9s:
1) | hereby confirm ihal sl delalls o this Form are True 1o ihe best of my knowledge. Any lalse siaternent will render my Application & angolng assistance, I any,
labde for rejection/canceliation,

2| sedemndy confirm that assistence;, if recened from Koshiks Foundation, will b usad only for the “purpose”, as stated In this Famm, lor which such assisiance
was requesied by ma, )

3) | kereby confirm that | have not & will not in future, avall of reimbursement, in part of |n full, from ahy other sourcalemployer/insurance comparly, of the amoun|
for which this asssiance |8 requesisd
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AGREEMENT by APPLICANT {5 &0 %)

1) By affuing my signoture or thumb impression on this Form, | (Applicant) hereby- agres & suthonse Koshika Foundation and it's Trustees to
weaiplblishiput-uplreproduce my name, address, pholo & detalls of The “purpose”, for which such assistance |s requesiedigranted, through any
medium, Incleding but not Bmited 1o verbal, prinl, slectronie, for soliciting donalions for Koshlka Foundation andlor disseminating Infoeemation aboul If's

sctivitiosfachiovements. Such wse of my photo & details can be made by Koshiks Foundation betore or after my treatment or fulfiiment of the “purpose”
for which asslstance |s baing requesled

2} | {Applicant) furthar agree thal any such use of my nama, address, phato & datalls of the “purposs”, for which such assistance s requastedigraniad,
will not automatically enfilte me for receiving or continuing the said assistance. The decision for granting andfor conlinuing the sssistance will rest salely
with the Trustees of Koshika Faundation, and their dacision Is Ihis regard will be final and accepiable io me
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AGREEMENT by HOSPITAL (w&mm 50 %)
By affiing hetsunder, signalure of aur Authiorised Signatary for recommending Ihis case/patient lor finencial assistance from Koshika Foundation, wa
{Hosphtal) hereby affirm & accept following:
1} that we nelther are presently nor will in fulure avail of fmencial assistance from another NGO or any ofher source, for the sams patientcass, a5 We e
roquesting to gel from Kashika Foundatlon, to the extent thal such assistance s granted by Koshika Foundation. If the requestsd assistance I8 not grantad
by Woshika Foundation, in part'or in 1ull, then the Hospital ressrves [U's right to make Up the shorfall from anathar NGO or any ofher sourca. This
conlirmalion sssentially states that the Hosplial will not avall any duplicale assistance for the same patient'cass from any olher NGO or any other source
2] The assistance from Koehika Foundation is only financial in natura, The choice of the treatmant/procedurs advised/conducted by the Hospital on the
patiant, s based on the arangamant betwesn the patient & the Hospilal, and |s in no way Influenced by Koshika Foundation, Hence, the Hospital will
gasume poie & complale responsibility of the treatment & iU's outcome & safety of tha patient, and Koshike Foundation will have no rols or responstbility
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