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DECLARATION by APPLICANT. STime §m wrom

1) | haratry canfirm hat all detais in this Foim are True 1o the best ol my knowledge. Any false siatement will render my Applicabion & ongaing assisance, if any,
limbi for rajection/cancelation,
2) | solemnly conflm that assistance, i recelved from Koshiva Foundation, will be used only for the "purpose”, as stated in this Form, for which such assistance

wis requesind by me.
1) | heraby confirm that | have not & will not in future. avall of reimbursament, in part of in full, fom any ofhar sourchsmployeninsurance company, of the Bmount

for which i assistance i requested.
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AGREEMENT by APPLICANT ( spies g =77}

1) By afftung my signature o (humb impression on Mes Form, | {Applicant) herety agree & authorse Koshika Foundation and i's Trusiees 1o
use/publisnipul-up/repraduce my nama, addross, photo & detaits of the “purpose”, for which such assstance (s requesiodigranted, ihrough any
medium, including but not imited 1o verbal, print. electronic, for soliciting donations for Koshilks Foundation andior dissermnating information-aboul it's
activities/achievemants, Such use of my photo & details can be made by Koshike Foundation belore or after my troatmant or fufiiment of the “purpose”
for which assistance & bomg fequesiod.

2} | (Applicant) lurther agres (hal any Such use of my name, address, phols & detalls of ihe "purpose’, for which such assistance s requested/granted,
will not automatically entitie mo for receiving or continuing the said sssistance. The decision for granting and/or continuing the sssistance will rest solely
with the Trustees of Kosghiks Foundation, and thelr decision is this regard will be final and scceptable o me
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AGREEMENT by HOSPITAL (reime g sut)

By aMining hateunder, sighatune of our Authorised Signalary lor recommanding Ihis caselpatient for linancial sssistance from Koshika Foundation, we
{Hospital} hereby affirm & scoept following:

1) that we noither are presently nor will in fulure aveil of financial assisiance lrom another NGO of any other source, for the same pationt/casa, AR we are
requesting to get from Koshika Foundalion, 1o the exten! that such assistance is granted by Koshika Foundation, If the requesisd assistance s not granted
by Koahis Foundation, In part of in full, than the Hospital reserves if's right lo make up the shorfall from ancther NGO of any other source. This
confirmation essentially states that the Hosplial will not avail any duplicate assistance for the same patienticase from any other NGO or any other source.
2) Tha assislance from Koshika Foundation is only financiad in nature. The cholce of the treatment/procedure advised/conducisd by the Hospiis an fha
patient, is tased on the aranpement belwean the aatent & the Hospital, snd 1s in no way mfluenced by Koshiks Foundation. Hence, the Hospital will
assump soka & complalo responsiblity of the treatmant & s outoome & safety of tha patient, and Koshike Foundation will have no role or responsibility

in the matier.
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Date of Surgery : Rean No. 78931
T w1 ot /Lfdr‘] Dr. Shroff's Charit
5027, Kedarnath
M -03-26 (Name of Dr. & Regn. No. with SBRFBN), Delhi.
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