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DECLARATION by APPLICANT: Smies T <o ¥;

1) | hereby confirm that afl detalls in this Form are True to the best of my knowledge. Any faise stalement will render my Application & ongoing assistance, if any,
liabe for refection/cancegation.

21 solemnly confirm that assistance, i received from Koshika Foundation, will be used only for the "purpose”, as siated in this Form, for which such assistance

was requested by me

3) | herety confitm that | have not & wil not in future, avail of reimbursament, in part or in full, from any other source/employer/insurance company. of the amount

for which this assisiance is réquested.
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1} By attiing my signature or thumb impression on this Form, | (Applicant) hersbyy sgres & authorise Koshika Foundation and it's Trustees o

usa/publishiput-up/roproduce my name, address, photo & detals of the “purpose”, lor which such assistance is requastod/granted, through any

medium, including bul ol fimited 1o verbal, print, slectronic, for soliciting donalions for Koshika Foundation and/or disseminating knfarmation abiout it's

activilies/achigvements. Such use of my photo & deisils can be made by Koshiks Foundation belors or after my reatment or fulfilment of the "purpose”
far which assistanco | baing requosted

2) | |Applicant) further agres thal any such use of my name, address, pholo & delails of the “purpose”, for which such assistance is requesisdigranied,
will nol aulomalically enlitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest salely
wilh the Trustess of Koshika Foundation, and their deciskon is this regard will ta fingl and accepiable to ma. '
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AGREEMENT by HOSPITAL (wemd g wow)
By allixing hereurider, signature of our Authorsad Signatory for recommaending this casa/patient for financial assistance from Koshika Foundation, we
{Hospdtal) kereby affirm & accept following:
1) that we relther gre presently nor will in futtre avall of financlal es8istance from another NGO or any other source, for the same patient/case. as we are
requesling o get lrom Koshika Foundalion, (o the exlent that such assistance is granled by Koshika Foundation. Il the requested assistance is nol granted
by Keshika Foundation, in part o in full, then the Hospital reserves s nght 1o make up the shortfall from another NGO or any other source. This
confimmation essenlially states thal tha Hospital will nol avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2} The assmtance from Koshika Foundation is only financial in nature. The choica of the treatment/procedure advisediconducted by the Hospital on the
patient, is based on the arrangement belween the patient & the Hospital, and s in no way influenced by Koshika Foundation. Hence, the Hospital will

assume soke & complete responsibility of the treatment & it's outcome & safely of the patient, and Koshika Foundation will have no role or respansibility
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