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DECLARATION by APPLICANT. sma® gm wrm w9

111 htesoy confirm that all details in this Form are Tree to he best of my knowledge. Any falss statement will render my Application & ongoing assistance, if any,
It for rjecton/cancollation

2) | sotemnly confirin that assistance; if receved from Koshika Foundateon, will be used onfy for the “purpose’, as stated in this Form, far which such assstance

was requesied by me

) | hereby confirm that | kave oot & will not in future, ovail of reimbursemant, in partor in B, from any other sourcelemployerfinsurance company, of the amaunt

o which this assislianee |4 reguested
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AGREEMENT by APPLICANT ( sipres 5 wir )

1) By affining my sigrature or (humb impression on his Form, | (Applicant} hereby agree & aulhorise Koshika Foundation and iUs Trustees 1o
use/putljghiput-uplreproguce my name, sddress, photo & detalls of the “purpose”, for which such assistance Is requestedigranted, through any
mediurm. including but not Himited 1o veital, prnt, electrenic, far soliciting donations for Koshika Foundation andlor disseminating information about it's
activilies/achipvemanin. Such use of my phota & detalls can be made by Koshika Foundation belate or after my treatment or fulliment of the “purpose’
for wihich - assistance 8 Deing reguesiad

21 lApphoant) furltar agree that any such use of my name, address, photo & detalls of the “purpose”. lor which such assistance ls requested/grantod,
will mat wulpmeatically entithe me for recelving or continuing the said assistance. The decision for granting andier conlinuing ihe assistance will rest sofely
with the Trusises of Koshika Foundation, and thelr dectsion i this regand will be flinal and accoptabie to me.
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AGREEMENT by HOSPITAL (womss gro wim)

By affuing hereunder, signature of our Authonssd Sgnatery for recommending this case/patent for inancial assistance from Koshika Foundation, we
{Haspltal) heteby afirm & accepl falowing:

1) theat we neithisr are prasently nor will in future svail of fnancial ossislence from onother NGO o any other source, for he seme patlentcase, ps we are
requesling to gat iom Koshika Foundation, 1o the estend Ihal such assistance s grantid by Koshika Foundation, If the requested assistance |s nol granled
by Koshlea Foundation, in part of in full. nen the Hospital reserves it's righl lo make up the shortfall from another NGO or any other source. This
confirmation essantially statps thil the Hospital will not avail any duplicate assistance for the sama patlent/case from any other NGO or any othar source
2} Thee astistance from Kashika Foundation is only finsncial in nature. The choice ol the trestment/procedurs advisad/conductad by the Haspital on the
patient, s based on the arangement between the patient & tha Hospital. and I8 0 no way influsnced by Koshika Foundation. Hence, the Hospital will
assumn solo & complets responsitilily of the treatment & it's oulcoma & safaly. of the patient. and Koshika Foundation will hava na role or responsibliity
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