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DECLARATION by APPLICANT, ¥I¥T% TR Wiew w%:

1) | herety confirm mat &% dotais in his Form are Truo 1o he best of my knowledge. Any false statomant will rander my Applcation & ongolng assistance, |f any,
2} 1 solemnly confirm that assistance. It received from Koshika Foundation, will be Used only for the "purposs”, as stated in this Fomm, for which such assistancs
wind raguesied by me.

3) 1 hereby confirm that | have not & witl not in future, avail of rembursemen, in par o in full, from any other source/employerinsurance company, of the amount
for which this nssistanoe i requested.
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1} By aflacng my signature of thumb impression on this Form. | {Applicant) hereby agroo & authorise Koshikia Foundalion and 1's Trusiees lo
use/publish/put-upfreproduce my rame, sddress, pholo & delails of the “purpose”, for which such assistance is requesied/granted, through any
medium, incleding bul not limited to verbal, print, slsctronic, for soliciting donations for Koshiks Foundstion and/or disseminating information abaul s
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will ot automaticsily entithe me for receiving or continuing the said assisiance. The decision for granting andior continuing the assistance will rest solely
with the Trustees of Koshikn Foundation, and their decislon is This regard will be final and acceplabie o me
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AGREEMENT by HOSPITAL (wesms pm Wt )
By afficing heteunder, of our Authorsad Signatary for recommending this case/patient for financial assistance fom Koshka Foundation, we
{Hospital) hersby afirm & accept following:
1) thind war neithar are presently nor will in future avall of inancial ssakstance from another NGO or any other source, for the sama patisnlcase, mi we oo
requesting to gal from Moshiks Foundstion, to the extent that such assistance is granted by Kashika Foundaton. If ihe requested assistance i nof granted
by Koshika Foundation, in part or in full, then the Hospitel reserves it's right to make up the shartfall from another NGO or any other source, This
confirmation esseniiafly states that the Hospital will not sveil any duplicate assistance for the same patient/case from any ofher NGO or any olhat sturce
2\ The assistance from Koshika Foundation & anly financial in nature, The cholce of the irsatmentprocedurs sdvised/conducted by the Hogpital on tha
patiand, bs based on the arrangemant betwesn (he patienl & the Hoapital, and is in no way Infiuenced by Koshika Foundatian. Hanos, the Hosplial wil

assums soks & complets responsibifity of the reatment & I's cutcome & safely of the patient. and Koshika Foundation will have no role or responsibility
in e matier,
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