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DECLARATION by APPLICANT: SMT® 5 s wa;
1} 1 herety confirm mat af detads in this Form are True 1o the best of my knowledge. Any false statement will render my Apglication & ongoing assistance. # any.
liable for reclioncancellation,

2) | solemnly confirm that assistance. |f received from Koshika Foundation, will be used only for the ‘purpose”, s stated In this Form. for which such ssaistance
was reguesind by me

3} 1 hersby confirm that | have not & will not in future, avad of reimbursement, in pant of in Aull, from any ofher sourcelemployerinsurance company, of the amount
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AGREEMENT by APPLICANT (st gl %)

1) By affixing my sigrature of thismb imgerassion on this Form, | (Apglicant) hereby agree & aulhonse Koshike Foundation and i's Trustees 1o
use/publishpul-upreproduce my name, address, photo & details of the ‘purpesa’. for which such assistance |a requestedigranted, Ihrough any
medium, incliding but not limited to verbal, print, slectronic, for soliciling donations for Koshika Foundation andlor disseminating information about Il's
aethitleg/achievements. Such use of my photo & details can be made by Koshike Foundution before or after my trastment or fulfimant of the *purpose”
for which asssstance is being requesied.

2}t {Apphcant) furthar agroe that any such use of my name, address, pholo & detalls of the “purpose”, for which such sssistance is requested/grantsd.
will not aulomatically entitle me for roceéiving or continuing the said assistance. The dedislon for granting andior continuing the asaistance will rest solely
with tha Trustees of Koshika Foundation, and their decision is Ihis regard will be fnal and acceptable 1o me.
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AGREEMENT by HOSPITAL (w=mm i W)

By affing hereunder, signatum of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we
[Hospital) herety affirm & accapt following:

1) thist we neither sre praserdly nor will in future svall of financial assistance from snothar NGO or any other source, for the same petientcade. as we are
requesting 1o git From Koshika Foundation, tn the extent that such ass:stance is granted by Koshika Foundation. |f the requesied assistance Is nof granted
by Koshika Faundation, i part of in fll, then the Hospital reserves s right to make up the shartfall from another NGO or any ofher source. This
confirmation essentially siates that tha Hospital will not avail any duplicate assistance lor the same patienticase from any other NGO or any other sowrce
2) The assistance from Koshika Foundation is ondy financial in nature. The cholce of the irestment/procedure sdvised/conduciod by the Hoapital on the
patient, is based on the arrangemen betwean the patient & the Hospital, and |s in NG way influenced by Koshika Foundation. Hence, the Hospital wil
assums sole & complate respansiblity of the traatment & it's outcome & safety of the patient, snd Koshike Foundalion will have ne roke of responsibity
in the matier,
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