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DECLARATION by APPLICANT: ST BN Wi o:

1)1 heraiy canfimm that & defsiis in this Form are Trueto the best of my knowledge Any falee stalement will rander my Application & ongolng assistance, if any,
liabie for ryectionicancafiation

2] | eclemnly canfirm that assistance, f recalved from Koshika Foundstion, will be used only far ihe “purpose”, 8= stated in this Form, for which such aseistance

whals requestad by me,

3) | heereby conlirm that | kave nol & wil not in lulure. avall of relmbursement. in part o in fuill, from any oiher sourcelemployerinsusance company, of the amaount

Yar which this nssistance |5 requiested
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1} By aitining my signature or thumb mpression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees 1o
usa/publishiput-aplreproduce my nama. address: photo & details of the *purpose”, for which such assistance |s requested/granted, through any
meditim, Inchuding tut not limited 1 verbil print, elestronic, for saficiting donations for Koshika Foundation and/ae giszeminating information aboul It's
activiteslachievements. Such use of my photo & detells cah be made by Koshika Foundation befare or after my treatmant o fulfilment of the "purpose”
for which assinisnie is being requesied
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will not allomatizally entitie me for recelving or continuing the said assistance, The decision for granling andior continuing the assistance will rest solely
with the Trustess of Koshika Foundation, and their decision i this riegard will be final and acceptabie o me
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AGREEMENT by HOSPITAL (wemms g &0m)
By afliung hersunder, signature of pur Authorised Signatory Tor recommanding this case/patisnt for financial assistance from Koshika Foundation, we
{Hospitall hereby sfirm & aceopt tallowing
1} that we neithar are presantly nor will In fulurs avail of linancial assistance from analher NGO ot any ather sgurce, for the same patlenticass, as we ara
requesting Lo get from Koshika Foundabion. 1o the extent thet such assistance s granted by Koshiks Foundation. If the requested assistance is not granled
by Koshika Foundation, in par or in full, then the Hospital reserves it's right 1o make up the shorfall from snother NGO or any other source. This
confirmidion essantially slales that the Hosplal will not avail any duplicate assistance for (he sama pabenticass from any other NGO or any other source,
2} The assistance from Koshika Foundatian is only financial in nature. The chakee of the treatment/procedure advised/conducted by the Hospital on the
patient, Is based on the arrangement batwesn the patisnt & the Hospital, and is in no way influsficed by Koshika Foundatlan. Heanca, the Hospital will

a5sume soie 4 complete resporrsibility of the beatment & it's outcome & safely of the patient, and Keshika Foundation will have no role ar responablity
in the matter
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