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DECLARATION by APPLICANT: Sméew B0 T 73:

1} | hereby eanfirm that all details In this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance. if any,
liabis for rejaction/cancellation.

2} | sctemnly confirm that assistance, I received from Koshlka Foundation, will be used only for the *purpose”, as siatied In this Form, for which such assistance

was requested by ma.

3} | haraby confirm thal | have ol & will net in fulurs, avall of reimbarsement, in part erin full, from any other sourcelemployerfinsurance company, of the amount
for which this assshnce s eguested.
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AGREEMENT by APPLICANT | s gl 1)

1) By affixing my ‘signature or thumb impression on this Form, | (Applicant) heretry agree & suthorise Koshika Foundation and it's Trustees to
use/publishiput-upfreproduce my name, address, photo & detalls of the "purpose”, for which such assistance is requesied/granied, through any
medium, Inchuding bl nol limiled to verbal, print, slectronic, for soliciting denations for Koshiks Foundation and/or dissaminaling information about if's

aciivilies/achieverments. Such use of my photo & details can be made by Koshika Foundation before or aftar my treatment or fulfilment of the “purpose”
for which assistanoe is baing requasied.

2) | {Applicant) further agres that any such use of my nama, address, pholo & detalls of the “purpose”, for which such assisiance is reguestedigranied,
will nol aulomatically entitle me for receiving or continuing the sald assistange, The decision for granting andfor continuing Ihe essistance will rest solaly
with the Trustess of Koshika Foundation, and thair decision is this regard will be final and acceptable Lo me.
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AGREEMENT by HOSPITAL (W B0 W)

By affixing hereunder, signature of our Authorised Signatory for recommanding this casa/patient for financial assistance from Koshika Foundalion, we
{Hospital) hereby affirm & scoept following:
1) that we nelther are prasenily nor will in future avall of financlal assistance from another NGO or any other source, for the same patlenticase, as we are

1o get from Koshika Foundstion, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol grantad
by Koshika Foundation, In part or In full. then the Hospdtal reserves it's right 1o make up the ehortfall fram another NGO or any other sourca, This
confirnation essantislly states that the Hospital will not avall any duplicals aseistance for the same patient/cesa from any other NGO or any other source,
2} The assistence from Koshika Foundation (s only financial in nature. The choice of the treatmentiprocedure advisediconducted by the Hospital on the
patient, is based on the arangement batween the patient & the Hospital, and |s in no way Influsnced by Koshiks Foundation. Hence, the Hospital will
assuma sols & complets responsibiiity of the treatment & It's outcoms & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matier,
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