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DECLARATION by APPLICANT: SIiees 5 wiwor w4

1] 1 hersby confirm that all detalls in this Foom are True to the best of my knowledge. Any false stamment will rander my Application & angeing essistsnce. if any,
lighle lor rajectionicancaliztion.

2} | solemnly confirm that assistance, Frecabvad from Koshika Foundation, wil be used only for the “purposs”. as stated In this Form, for which such assistance

whd feguestad by ma

) | hareby confirm that | have net & will not i future, avall of reimburssmeant. in pan o 0 1ull, framm any olhar saurcalemployerinsurance company, of the amount

Iof wihkeh this gssmtance 8 reguestad
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AGREEMENT by APPLICANT {smie% §F %)

1) By affaing my signature or thumb Impression an this Form, | (Applicant) hereby agree & authoriss Koshika Foundalion and il's Trusiess 1o
ugalpublishiput-upireprodieca my name. addiess. photo & details of the *putpose”., Tor which such assistanca |s requesiedigrantad, through any
medium, including but not imitad to varbal, print, electronic, for seliciting donations for Kashika Foundstion and/or disseminaling infarmation about N's
activitiesiachievements. Such uss of my pholo & details ¢an b= made by Koshiks Foundation bafors or after my ireatment of fulfiimant af the “purpose”
far which sssistonca is baing emquasted

2) | (Applicant) furthar mgre= that any such use of my name, address, pholo & details of the “purpose’, for which such essistance is requesiedigrantad.
will not sutometically enlitle ma or receiving of conlinuing the said assistance. The decision for granting andlor continuing the assitance will rest solely
with v Trustoes of Koshiks Foundotion, snd Thair decision is this regard will be final end acceptable to mae
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AGREEMENT by HOSPITAL [ 7wmR B0 %)

By effiung hareunder, signature of our Authonsed Signatory for recommending this case/patient for financial assistancs from Koshika Foundation, we.
(Hasplial) sty afim & secent following:

1} 1hat we neithier are presently mor will in tulune avall of financisl pssistance fram anoiher NGO of any other source, 1or the same patient/case; as we ang
e 1o get from Koshiia Foundation, 1o the extent that such sssisiance i granted by Koshika Foundation |f the requested assistance ks not granted
by Koshika Foundation, In part or in lull, then the Hospital resenves iU's nght to make up tha shorfall from anolher NGO orany other source, This
confitmatlon essentially states that the Hospital will not avail any dupficate assistance for the zame patienticase from any othar NGO or any other source.
2) The essistanca from Koshika Foundation is only fimancial in nature. The choice of e reatment/procedurs advised/conducied by the Hospital on the
patiant, Is based on the arrangement Datween the patient & tha Hospital, and is in no way influanced by Koehikin Foundation. Hence, ihe Hospial wil
assume sole & complete responsibility of the treatmant & it's oulzome & salety of the. patienl. and Koahika Foundation will havs no robe or responsibility
in the matter.
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