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DECLARATION by APPLICANT, Sz o Wy ¥

1) | hereby oonfirm that &2 detads  this Form are Tive o the best of my knowsedge. Any talse statement will render my Application & ongoing ssslstance, if any
ksble for rechion/cancellation.

2) 1 nolamin by confirm that assistance, if recalved from Koshika Foundation, will be used only for the “purposa”, as stated in this Form, for which such sssstance

wias requistsd by ma

3) 1 hareby confirm that | have not & will not in fulure, avad of reimbursemant, in part of in full, from any ciher scurce/employerfinsurance company, of the smdount
for which thi essistance & requested
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1) By afliang my signature or thumb imgression on this Form, | {Applicant) hereby agree & aulhordse Koshika Foundation and it's Trusbees io
usepublishipul-upireproduce my name. address, photo & detalls of the “purpose”, for which such assisiance is requestedigranted, through any

medlum, including bul ret limiled to verbal, print, electronie, for soliciting donations for Koshika Foundation andlor disseminating information aboul its
acirilinslachevements. Such use of my pholo & dotalls can bo madae by Koshika Foundation bofore of after my tmatmant of fulimant of the “pirposs”
for which assistance s baing requesiad.

2} 1 (Apploant) furiher agres thal any such use of my name, address, pholo & datalls of the “purpose”, for which such sssistance is reguesied|granied
will nol sulomatically entitle me for receving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
wilh Tha Trustens of Koshika Foundation, and theif decision s this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (wwwmm mm wim)

By alfiong hareunder, ture of our Autharised Signalary for recommanding this casa/patient for financial assistance from Keoshika Foundalion, we
(Hospital) berotry affirm & accapt following:

1) thal we neither ane presenty no will in fulure avall of inencial assistance from another NGO or olher sourca, lor the same patenl/case, 88 we afe
requesting to get from Koshika Foundetion, to the extent that such assstance i2 granied by Koshika . If the requesied aEsstancs is nol granted
by Koshikn Foundation, bn part or in full, then the Hospital resarves i's fight 1o make up the shartfall from anather NGO o any othar source. This
confirmation essentially states that the Hospital will not avell any duplicate assistance for the same patlent'case from any other NGO o ary othar source
2) The assisiance from Koshika Foundallon i anly financial in nalure. The chelce of the trealment/procedurs advised/conductad by ihe Hospital on ke
patiend, bs based on the arrangemani between the patient & the Hospial, and is in no way influenced by Keshika Foundation. Hence. the Hospital wil
asauma sole & complete responsbility of the restment & iU's oulcome & safety of the pallent, and Koshiks Foundation will have no roda of responsibility
in thie matler
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