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DECLARATION by APPLICANT: ST grm siwm v
1)1 hereby confim that all detaits in this Form are True i the best of my knowledge. Any false statement will render my Application & ongoing assistance, ¥ any,
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2/ | salemndy confirm that assistance, If received from Koshika Foundation, will be used only for this “purpose”, as stated in this Form., for which such assistance
was requestad by me.

3) | heraby confirm that | have not & will not in future, evall of reimbursement, in part or in full, from any ofher sourcalemployesinsurance company, of the amount
for which this nssistance is requested.
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AGREEMENT by APPLICANT ( swtw: g1 %ai1)

1) By alfixing my slgraiure or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshila Foundation snd IU's Trusiess 1o
use/publish/pul-upireproduce my name, address, pholo & detalls of the "purpose”, lor which such assistance s requested/granted, theough any
medium, Including but nol imited to verbal, print, electranic, for sollciting donatlons for Koshika Foundation andlor disseminating informalion aboul If's
scliviies/achievements. Such use ol my photo & details can ba made by Koahila Foundation before or afier my ireatment or fufiment of the “purpose”
tor which assistance is being requested

2) | (Applicant) further agree that any such use of my name. address, photo & details of the "purpose”. for which such assistance s requestediprantied,
will not automatically enlithe me for recelving or continuing the said assisiance. The decision for granting andfor continuing fhe sasistanco will rest solely
with the Trustees of Koshika Foundafion, and their decision is this regand will be final and acceptable to me
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AGREEMENT by HOSPITAL (wmm 510 %71 )

By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) horeby afirm & scompt followlng:

1) that we neither are presantly nos will in future avall of financial assistance from another NGO or any otheér source, for the same patienlcase, as we an
requesting to el from Koshika Foundation, 1o the mctant that such assistance is granted by Koshika Foundation, If the requasied assislarce 15 nol granted
by Koshika Foundation, in pan or n full, then the Hospitsl reserves it's right to make up the shortfall from another NGO orany other source. This
confirmation essentally states that the Howpltal will nol avail any dupficate assistance for the same patienticase from any other NGO or any othar source
2) The assstances from Koshika Foundation is only financial in nalura. The cholce of the trealmeant/procedure advised/conductad by e Hospils: on e
patiant, is based on the arrangemaent botwean the patient & the Hospital, and is in no way influsnced by Koshia Foundation, Hence, the Hospital will
assume sole & complsts responaibility of the treatmant & it's cutcome & ssfety of the patient, and Koshika Foundation will have no role or responsibility
n tha matter,
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