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DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN {on behalf of PATIENT)

11 have requested inancisl assistance from Koshika for reatmentsungery/medical intervention far ... —whoisreiated 1o
(11 1= T Hurthar canfirm that | am legally authorised lo make this declaration & helow-mentioned ‘Agreement’ an
4 behalf of the patlent (beneficiary of financisl assistance by Koshika Foundation)

2 neraby confirm that all detalis in this Form are True to the best of my knowledge. Any false statement will rendermy Application &
ongoing assistance, if any, liabie for rejection/cancailation.

31| solamnly confirm that assistance, f recelved from Koshikas Foundation, will be used anly for the “purpose”, as stated in this Form,
forwhich such assistance was requested by me.

431 horeby confiem that | have not & will notin future, avail of reimbursement, in part ar infull, from any other source/
arployerinsurance company, of the amournt for which this assistance Is granted by Koshika.

HASFE BT W IEE a0F @S- & dus done grg Saen

. W JXER mmﬂﬂzﬁﬁhﬂ?ﬂmﬂqﬂimnhﬁmﬂmﬂﬂ...&ﬂ ......... B, wifom wrEEe & anite
mn’n‘mmnﬁ% ﬁwmﬁﬁgﬂg&mmﬁﬁﬁsﬁ%ﬁm#mmmﬂmmﬁﬁ
Mhﬂmwﬁmﬁaﬁa

3. § ga W am gl mmr/aﬁﬂi & o w5 e 6 O e ® ot v § i o s e 5T i
mmﬁmtﬁﬂzmm{qﬁah% | Y el e W R B

1 Hmw gﬁa oftt ifers e & 12 Ferge e oS aewr ST #a 39U piee S B R onem

F zeer 2, 3lre orer o 8% weven o el ot ol |

W 8 gk e g wee e € e o e sad2em a4 d wavaen oft) & R &5 Rl o de P odian g

&, e 9 9o = o, 5 a8y i vl o e ae R R afre & 0 fires 7§ s

AGREEMENT by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)

1} Iagrestoarrange my-own funds for any follow-up treatmeant, if so required

2 By affixing my signature of thumb [mprassion on this Form, | on behalfof ive patient (benafictary of grant by Koshika
Foundation), herely agree and suthorize Kashika Foundation sndit's Trstees to use/putilish/put-up/reproduce the patient's
nama, address, pholo & detalls ofthe "purpose”. for which such assistance is requestod/granied, throughany medium,
including but not limiled to verbal, print, electronie, for soligiting donations for Koshika Foundallnn andfor disseminating
infarmation about it's activities/achisvemants. Such use of the patient’s photo & detalls can be made by Koshika Foundation
befora or afler the patienls treatment or fulfiment of the “purpose” for which essistance is requesied/grantad

3) | (Applicant) further sgree thal any such use of my name, address, photo & detalls of the “purpos”, forwhich such assislance
Is reguestedigranted, will nol automatically emitle me for recalving or continulng the said assistance. The decislon for granting
andior confinuing the assistance will rest sotely with the Trusiees of Koshike Foundation. and their decision in this regard will be
Nrial and acceptanle lome

4) lagreenotto hold Koshika Foundstion & It's trustees responsible, In case of failure of treatment/doath of patient, during ar after the
surgeryimedical Intgrvantion

5) Theamouniol financlal assistance granted by Koshika Feundation, will be payable by Koshila, Blls) completion ofthe
treatmentsurgery/imedical intarvention, directly to the Hospital where the restment/procedure |s carried out, acainst bills ralsed by

the Hospital
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AGREEMENT by HOSPITAL / DOCTOR  #fefizer /2feet &l ey

By affixing hereunder, signature of our Authorised Signatary for consideration of this casefpatient for financial assistance from
Koshika Foundation. we (Hospilal / Doclor) hereby affiem & accent following:

1) That we neither prasently nor will in future avail of financial assistance from ancther NGO or any sthar source. for the same
patient/case, to the extant that such assistance |s gronled by Koshika Foundation, If the said assistance (s nol granted by
Kpgnika Foundation, in part or in full, then the Hospital resarves it's nghl to make up the shortiall from anather NGO orany
ather acurce. This confirmation essentially states that the Hospital will not avail any duplicate assistance far the same
patlerit/pase fram any other NGO ¢r any olher saurce.

2} The assistance from Koshika Foundation is only financial in nature, The choice of the treatment/procedure advisediconducted
by the Hospital/Dector on (he patient, is based on the arangemean| between the patient & the Hospital, and is in no way
infiuenced by [Koshika Foundation. Hence, the Hospital/Doctor will assume sole & complete reaponsibiily of ihe reatment & it's
outcome & safety of the patlent, and Koshika Foundation will have ne role or responsibiily (1 the matter. The HospitaliDoctor
sgrees 1o indemnity Koshika Foundation from any ndverse outcome, qualily claims & claims on account of medical negligence
Blg, In course of camying oul the Ireatmentisurgenyimadical intenvantion far which financial assistonce s granted by Koshika
Foundalion.
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