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DECLARATION by APELICANT: STT® gm =M o9;

1)1 heraby confirm thal &f delails in this Form am True 1o (ke best of my Knowledg. Any false staleman will ropder my Agplicalion & ongoing assistance, If &ny,
|imtale fior rejection/cancellation,

2} | sclemnly confirm thal assistance, if recaivad from Koshika Foundation, will be used orly far the “purposs”. 8 stated in this Form, for which such assistance

was reqlested by me

3) | hereby confirm (hat | have not & will not in fulure, avall of rembursement, in part or in fll, friem any othar sourcelemployerinsurance company, of tha amount

o which this assislance |5 requested
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1} By affixing my sigrature-of thumb impresaion on this Form, | (Applicant) hereby agree & aulhorisa Koshika Foundation and I's Trustees to
uee/publishiput-upireproduce my name, address. photo & details of Ihe ‘purpose”, for which such assistance Is raquestadigranied, through any
medium, including but not imited 1o verbal, print. slactronic, for solleiting donations lor Koshika Foundation and/ar disseminafing information about I's
activities/achlevaments. Such use of my phote & detalls can be made by Koshika Foundation before or afor my trestment or filfilmant of the ‘purpose”
for which sssistance i being reguesied,

2) | {Applicant) hirthar agree that any such use of my name, address. photo & details of the “purpose’, for which such sssistance ls requested/granted,
will nat autematically entilie me for recaiving or continuing the sald assistance. The decision for granting andior continuing the assistance will rost solaly
wilh the Trusiees of Koshika Foundstion, and thelr decision Is this regard will ba final and acceptable to me
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AGREEMENT by HOSPITAL (wemme gm wa1)
By affixing hersunder, signature of our Authonised Signatory for recommending this casefpatient for finnncial assistance from Koshika Foundation, wo
(Hospltal) hereby affirm & accept fallowing:
1] that we neithar are presently nor will in future avall of firancial assistance from another NGO or uny other sourca, for the same patient/case, /s we amn
raguasting to et from Koshika Feundation, 1o the extent that such assistance is granted by Koshika Foundation, If the fequested assistance is nol granied
by Koshika Foundation, in part or in fll, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other source. This
confirmation essanlially states thal the Hospital will not avail any duplicate assistanca for the same patienticasa from any other NGO orany other source
2) The assistance from Koshika Foundation is only flsancial in nature. The choles of the treaiment/procedure advised/conducted by the Hospital an the
patient, s based on the arrangement between the patiest & the Hospital, and js in na way influsnced by Koshika Foundation. Hance ihe Hospital wifl
Bseuma soie & complete respansibility of the treatment & it's outcome & safety of the petient. and Koshika Foundation will have no rmls or res ponsitility
In the matter
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