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DECLARATION by APPLICANT. sTeem §I0 iy wa:

1) | herety confirm that all details in this Form are Truo fo.fhe oest of my knowliedge. Any talse statement will rangder my Agplicaticn & angolng assistance, if any
[t for rejection/cancellation

<) | salemnly confirm that assistance. if raceved from Koshika Foundation, will b used only for the “purpose”, a5 stated in this Fom, for which such assistance

was requested by mo.

3) | herety confirm Mat | have nat & will notin-future, svall of reimbursemenay in part or In full, from any olher sourcelemployetinsurance company, of the amount

for which this osulstance s requested
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AGREEMENT by APPLICANT [ wrres g7 5711)

1] By aflixing my signature or umb impression on this Form, | {Applicant) hereby agree & suthorse Koshika Foundalion and ii's Trustees (g
ueeipublishiput-uplreproduce my name, address, photo & details of fhe “purpose” for which such assistance is requestedigranted, through any
medium, inchding but nol limited 1o yeibal, print, sctronic, for solicsting donations for Keshika Foundation and/ot dissaminating Information about it's
acliyiies/achnrvemanis. Such use of my phots & dotails can be made by Koshika Foundation belare or after my treatmant or Tulfilment of (he ‘purposa”
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will not putormatically entithe me for recaiving pr continulng the said assistance. The decision for granting andior conlinuing lhe assistance will rest solaly
with the Truslees of Koshika Foundation, and thal decision is this regard will be final and accaptable fo me
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AGREEMENT by HOSPITAL (meme gM %)

By aflixing horeundar, signature of our Authorised Signalory for recammending this case/patian! for financial assistance from Koshika Foundation, we
(Hospitall hereby affirm & accept following:

11 it we neither are prasently hor will in future avail of liraacial assistance from another NGO or any ather source, for the same palientcase, &6 we ore
fuuEsling o gel from Koshika Foundation, to the exent that such assistance is granted by Koshika Foundation. If the requesied assistance is nol granted
by Koshiksy Foundation, in part or in full, then the Hospital reserves if's right to make up the shortfall from another NGO or any ather source. This
canfirmation essantially states thil the Hospital will not avail any duplicate assistance for the sama patient/case from any other NGO or any other source
2} The assiwtance from Koshika Foundation is only financial in nature. The chaice of the treatment/procedure advisediconducted by the Hospital on (he
patierd, s based an the srangement betwaan the patient & the Hospital, and i in no way influenced by Koshika Foundation, Hence, the Haospital will
assume sole & complele respansibility of the treatmant & it's outcome & safety af tha patient, snd Koshiks Foundation will have no role or respons:bility
in-the friattaer
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