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DECLARATION by APPLICANT, SFes T = T9:

131 hersby gonfitm thial all details in this Form are True 1o the best of miy knowledge. Any falss statement will render my Application & ongoing assistanes, if any,
lishta Tor mjactan/cancesdation, )

24 | sekamnly conifirm tha! assistance, i recefved fram Koshiks Foundstion, will b used only for the “purpose”, 25 stated In this Form, for which such assistance

was requestad by ma. )

a1 | heraby confinm that | have not & wil not in future, avall of rimbusemant, i par ar il Bom asy alber souicafemployerinsirance company, of e amount

far which hls assiatonce is requestad.
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AGREEMENT by APPLICANT (srms @ w77)

11 By afitking my sigralure or thismts imgession on this Farm, | [Apphcant) hereby sgroa-& authorisa Koshika Foundation and It's Trustees to
wsedpublsniput-upreproduce my name, address, pholo & details of the “purpsee”, for which such assistance s requested/granled, through. any
madhm, including but nat limited 1o verbal, print, slsctranie, for selicling donatiens for Koshika Foundation andior disseminating Infarmation stout If's
sctivitiesiachisvemenis, Such uss of my phalo & dotails can be made by Koshiks Fousdalion bafore or atter my reatmant of flflimant of the ‘pumposa”
far which agsistance is baing requested,

24 | {Applicant) lurther agren that any such use &l my name, midress, photo & details of the "purpose”, for which such assisiance is requesied/grantad,
will nat aviomaticslly snlitls me lor receiving or eontinling the said assistance, The gecision for granting andior continuing the assistance will rest solaly
wilh the Tiustees of Koshika Foundation, and thair declaion |s thiz regard will be fmal and acoeptable 1o e,
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By affixing hereunder, signalure of cur Authorised Signatory for recommending this case/patisnt for financial assistance from Koshiks Foundation, we
(Hospital) herety afflem &-accept following:

1) that we neltner sre prasantly-nor will in fulurs avall of inancial rssistance from ancther NGO o any othar source, for the sams patient/case, as we are
requasting th Gel fram Koshika Foundation, to the esfent thal such assistance is granted by Koshika Foundation, If fne requested sssistance IS nol grantad
by Koshika Equadation, In part or in full, then the Hospilal reerves s rght o make up the sherfall from mnather NGO or any other soures. This
canfirmation essantialy statas that the-Hospital will nor-avail any duplicate assistance for the same patienticase from any other NG or any other source:
2t The assistance from Koshiks Foundsfion is only financial in nature, The chalce of the trestmenl/prosadure advised/condudted by the Hospital on the
patiant, ks based on the arangement bebwesn the patient & the Hospital, and Ia In o way influsnoed by Koshlka Foundation Hence, the Hospital will
assume sols & completo respansitilly ef the reatmant 4 IU's autoome & sefety of tha patient. and Koshike Feundstion will have ne role or responsibllity
It matler.
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