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DECLARATION by APPLICANT: SiTw [ smm i

11 | horety confirm Mnnua;ﬁ_ummr-mmmmm Io thet Belalt of iy Kriewlisdge. Any false statement will render miy Application & onging assistance, if any,
limbrle for rejection/cancelation

2] § solemnly confirm that assislEnce, [F recovbd frotm Koshike Foundatitn, will b= used only for the *purpose”, a5 staled in this Farm. for which such assisiance

was requesiod by me.

3 Il'm!hy confirm (Hal | have rot & will notin futim, avail of reimikirssment, in part o in full, frem any ather sourcalamployerinsurance company, of the smount]

for which this assistamcs ls reqlestod
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AGREEMENT by APPUICANT (s g %00)

1) By affliitig my signsture or thumb impression on tils Form, 1 (Applicant) horeby sgree & sulharise Koshika Foundation and if's Trustoes to

use/publishiput-uplrepreduce my name, address, phot & delalls of the "purpose”, for which such assistance is requested/granted, through any

medium, including but mat lmilted to verbal, prind, slestronig, for faliciling donathons for Koshika Foundation andior digsamirating information about Ii's

activitesiachisvements. Such use of my phido & details can be made by Koshika Foundullan before or afler my reatment or hufiiment of the “purpose”
for which azsistancs is belng reguebied.

2} 1 {Applicant) further agroe that sy such use of my name, address, photo & detalls of the "purpese”, for which such assistance is requested/granied,

will not sulematicslly enlitle me for eeeting of continking the said assistanca. The docislon for granting end'or continuing the assistance will rest solsly
with the Trustees of Koshika Foundation, snd thair declslon Is this regard will e final and accaptable to me.
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APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :

By alfldng Fareunder, signature of aur Aulttiised Slanatory for recommanding this casel/patiant for financlal assistance rom Koshika Foundation, we
(Hospital) hereby afirm & sccept following: )

1] that we neither are presently nor will In futisre wvall of financial assistincs from another NGO or any other source, for the same patiant/case, a8 we are
requesting io get from Koshika Foundation, 1o the extenl that such assistance is granted by Koshika Foundation. If the requasted assistance s not granied
by Koshika Foundation, In part a7 in full, then the Hospital reserves It's right to make up the shortfall from anather NGO or any other soures. This
canfirmation essentinlly states thal thie Hospltal wil not avall any duplicate sssistance for the same patisnticasa from any other NGO or any other source,
2) The asslstante from Keshika Foundation is enly financial in nature. The cholce of the treatment/procedure advisedioonducted bry the Hospital on the
patiant, Ie baded on the srrangsment butwean e patient & the Houpilal, and |8 In no way influsncad by Koshiks Foundation. Hance. the Hospital will

assume sole & complete responsitility of the treatmant & it's outcome & ssfsty of the patient. and Koshika Foundation will have no role or respansiblilty
in the misttar.
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