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. DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behaif of P‘aENT)

— lhave sted financial assistance from Koshika for treatment/surgery/medical intervention for .. ( who is retated to

T measS .. [ further confirm that | am legally authorised to make this deciaration & bolw-nwmonod ‘Agreement’ on

behalfof tho iont (bonoﬂclary of financial assistance by Koshika Foundation)

2)ihereby confirm that all detalls in this Form are True 10 the best of my knowledge. Any false statement will rendermy Application &
ongoling assistance, if any, llable for rejection/cancediation,

3) ! solemnty confirm that assistance, If received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form,
for which such assistance was requested by me.

4)hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source!
omployerinsurance company, of the amount for which this sasistance is granted by Koshika
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S AGREEMENT by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)

1) lagree to arrange my own funds for any follow-up treatment. if 50 required

2) By affixing my signature or thumb impression on this Form, | on behalf of the patient (beneficiary of grant by Koshika
Foundation), hereby agree and authorise Koshika Foundation and it's Trustees o use/publishiput-upireproduce the patient's
name, address, pholo & detalls of the "purpose”, for which such assistance is requestedigranted, through any medium,
including but not imited to verbal, print, edectronic, for scliciting donations for Koshika Foundation and/or disseminating
information about It's activities/achievements. Such use of the patient's photo & detalls can be made by Koshika Foundation
before or after the patient's treatment or fulfilment of the "purpose” for which assistance is requested/granted

3) H{Applicant) further agree thal any such use of my name, address. photo & details of the *purpose”, for which such assistance
is requested/granted, will not automatically entitie me for receiving or continuing the said assistance. The decision for granting
and/or continuing the assistance will rest solely with the Trustees of Koshika Foundation, and their decision in this regard will be
final and acceptable to me.

4) lagree not to hold Koshika Foundation & It's trustess responsible, In case of fallure of treatment/death of patient, during or after the
surgery/madical intervention

5) The amount of financial assisiance granted by Koshika Foundation, will be payable by Koshika, after compietion of the
treatment/surgery/medical inteeveation, directly to the Hospital where the treatment/orocedure is carmied out, against bills raised by
the Hospital.

5. 9% snasge gud B @ ol g @ Rre § seh PR R aemen s S wew §)
.49 WY 9T KU e/ ® From oo & I (Ve wEteT $ orgEe W el # ol 8 il et
ol IR SuteE T oawe (mmmgmamsm.wmmn«mee
SAIE W, WS B9 B A aer aied s geel) suwfeed ot wfafafedt & geenslt e w0 ® R,
o qrew & W S, SEEE 91 Gt w1 e 8

: = A N wewy § AT A, O®, BE 0w oW SR % RE0T @ 99 gemger 9 o w3 @ ord)
TN W eHT AE AT WS R B gy w9 a9 Al tad o sfesre e S s & =i
Prfg oifter ofre AT feny s B

R g At A sem @1 A 7 g W Read @ gm0h 9 oag 2 B
mm«:mwamwm.

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION ! (=N —_—
s i R o w  ap oA g% aw




AGREEMENT by HOSPITAL / DOCTOR  #T&iieal /2f9e7 BT 3199

By affixing hereunder, signature of our Authorised Signatory for consideration of this case/patient for financial assistance from -
Koshika Foundation, we (Hospital / Doctor) hereby affirm & accept foflowing:

1) That we neither presently nor will in future avad of financial assistance from another NGO or any other source, for the same
patient/case, to the extent that such assistance is granted by Koshika Foundation. If the said assistance is not granted by
Koshika Foundation, n part orin full, then the Hospital reserves it's right to make up the shortfall from ancther NGO or any
other source. This confirmation assentially states that the Hospital will not avail any duplicate assistance for the same
patienticase from any other NGO ar any other source,

2) The assistance from Kashika Foundation is only financial in nature. The choice of the reatment'procedure advised/conduciad
by Ihe Hospital/Doctor on the patient, |s based on the arrangement between the patient & the Hospital, and is in no way
Influenced by Koshika Foundation. Hence, the Hospltal/Doctor will assume sole & complete responsibility of the treatment & it's
outcome & safety of the patient, and Koshika Foundation will have no role or responsibiiity in the matter. The Hosp#al/Doctor
agrees to indemnify Koshika Foundation from any adverse outcome, quality claims & claims on account of medical negligence
ete, in course of carrying out the treatment/surgery/medical intervention for which financial assistance |s granted by Koshika
Foundation.
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