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DECLARATION by APPLICANT: sires B s 74:
1) | henslby confirm that ali datalls in this Form are True o the best af my knowledge. Any falze siatemant will render my Applicstion & ongoing assistance, If any,
liahie for mpcton/cancetiation.

2) | solemnly confirm thal assisiance. if recelved from Koghika Foundation, will be used anly for the "purpoes”, as stited In this Form, for which such assistince
wis Tequesied by me. :

3) | horeby confirm ihat | have not & will not in future, avail of reimbursament. in part o in full, from any other sourcefemgloyerfinsurance company. of the amoun
for which this assistance is requesiad
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AGREEMENT by APPLICANT | saes 5 %77)

11 By affixing my signature or thumb impression on this Form, | (Applicant] heraby agree & suthorlse Koshika Foundalion and it's Truslees 1o
usaipublish/iput-up/reproduce my nama. address, photo & details of ihe "purpose”, far which such aseisiance s requestestigranted, through any
medlum, including but nat limited te verbal, print, slectronic, lor soliciting donations for Keshike Faundation and/or disseminaling Infarration aboul its
aclivitlesiachisyements. Such use of my photo & detalls can be made by Koshika Foundation bafore or atier my reatment or fulfilment of the “purposa”
far which essistince is being requesiad

21 1 (Applicant) further agree that any such use of my name, address, pholo & datails of the "purpese”, for which such assiatance i requestadigranted,
will mot automatically entitle me for receiving o continuing the said assistance. The decislon for granting andior continuing the assistance will res! soiely
with tha Trustess of Koshika Foundation, and their decision is this regard will ba final and acceptable o me.
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By affixing hersunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & sccept tolowing.

1) that we neither are presently. ror will In futuré avail of tinancial Bssistance from another NGO or-any other source, for the same patient/case, Bs wi arne
requesting to get from Koshika Foundation, to the extent that such assistance is granied by Koshlka Foundation, If the requested assistanca s nol granted
by Koshika Foundation, in part or in full, then the Hospital reseryes it's rght to make up the shartfall from anather NGO or any other source, This
confirmation essentially states that the Hospital will not avall #ny duplicate assistance for the same patienticase Irom any olher NGO o sny other source.
2 The assistance from Koshika Faundation is only financial in natura. The choice of the reatment/procedure advisediconducled by the Hospital on ihg
patient, s based on the arrangsment betwean the patient & the Hospial, and is in no way Influenced by Koshika Foundation, Hance, the Hospltal wil
aesume sale & complele responsibility of the trestment & Il's oulcame & safety of the patient, and Koshika Foundation 'will have na tole or responsibifity
In the mattar.
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