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DECLARATION by APPLICANT. ST o rem wm;

1] | heretyy confirm inat all defalls in this Form are True fo the best of my knowledge. Any false statament will rander my Application & ongaing assistance, If any,
limble for rejectionicancellation

2) | selermmiy confirm ihat assistance, if received from Koshika Foundation, will be used only for the "purpase”, as stated In this Form, for which such essistance
was reqiesiad by me

3} 1 hetetey comiirm ihat | have nol & will nat in future, avail of reimbursemant, in pant o In full, from any olher sourcefemploysrfinsurance company, of the amount
for which this asssstance is requested
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1) By affiing my signature or Thumb impression on this Form, | (Appficant) hereby agree & suthoriss Koshika Foundation and ifs Tristees to
wseipublish/pul-upireproduce my name, address, pholo 4 delalls of the "purposs”, for which such sssistance is requestedigrantad, through any

madium, including but nat lmited 1o verbal, print, elecironle, for seliciing donations for Keahlks Foundation andler disseminafing Information about I's

activiliesfachievemanis: Such use of my photo & dedails can be made by Koshika Foundation beiore or after my treatment or fulflment of the *purpose”
for which assisiance is belng requested.

2) | (Applicant) hurther agree thst any such use of my name, sddress, photo & datalls of the “purpose”, for which such assistance |s requested/grnted,
will not automatically entitle ma for recefving ar continuing the seid assistance. The decision for granting andfor continuing the assisiance will reet solaly
with the Trustees of Koshika Foundation, and Iheir decision |5 this regard will be final and scoeptable (o me.
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AGREEMENT by HOSPITAL (TFmd §@ o)

By sfiixing hersunder, signature of our Authorised Signatory for recommanding this casa/patiant for financial assistance from Koshika Foundation, wa
{Hospital) herety affirm & nccept following:

1) that we nesthar sre presantly nor will in future avall of financial assistance from another NGO or any other source, for the same pallant/case, as we ara
requasting to gel from Koshika Foundation, to the exdant that such assistance ks granted by Kashika Foundation. If the requasied assksiance is nol granted
by Koshika Foundation, in panl or in full, then the Hospital ressrves s ight to make wp the shodttall from another NGO or any other sourcs, This
confirmation essantially stales that the Haspital will ot avall any duplicate assistance for the same patient/case from any other NGO or any other sourca
2) The aeeistance from Koshika Foundation is only financial in naturs. The choice of the reatment/procedure advisad/condusied by the Hospital on tha
patiand, is based on the srrangement between the palient & the Hospital, and is in po way Influenced by Koshika Foundation. Hance, tha Hospital will

gssuma sole & comploate responsibility of the treatmant & i's outcoms & safaty of the patient, and Koshike Foundation will have no role or responsibllity
im tha matlar.
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