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DECLARATION by APPLICANT: 379w T S wm;

1) | hereby confirm ihat a8 details in iy Form are Trus o the best of my knowiedge. Any talse statement will render my Application & ongoing assistance, if any,
lisblas for resection/cancellnteon.

211 sobemnly confirm that assmtance, if recelved from Koshika Foundation, will be used only for the “purpose”, as staled |n this Form, for which such assisiance
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3) I heredyy confirm that | hava not & will nat In fulune, avad of rembarsement, in pan or in ki, from any olher sourcalemployarinsurance company, of ihe amount
for which this aasistance & mouisted
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AGREEMENT by APPLICANT (sae% @0 %)

1) By affuting my signaturs o thumb impression on this Form, | (Applicant) heraby agres & sulhorise Koshiks Foundation and it's Trusiess to

use/publishiput-upireproduce my name, address, pholo & detajis of the “purpose”, for which such sssislance i requesisd/granted, through any

medium, including bul nol limited to verbal, print, electioni, for soliciting donations for Koshika Foundation andfor disseminating information about It's

achvilles/achievements. Such use of my photo & detalls can bo mada by Koshiks Foundation before or after my trestmant or Rulfiimant of the “purpose”
for which assistance is being requented

21 | {Appiicant) lurther agres that any such use of my name, address, pholo & details of the “purpose”, for which such sssistance i requesled/granted,

will pol automatically entitie me Tor receiving of continuing the said assistance. The decision for granting andior conlinuing the assistance will rest solely
wilh tha Trustees of Koshika Foundation, and thair decision is this regard will ba final and accapiable 1o me
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AGREEMENT by HOSPITAL (¥Pemi I Wm)

By affiung hereunder, signature of our Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundalion, we
[Hospital) herety affirm & accept following:

1) that we neither sre presently ror will bn future avall of financlal assistance from another NGO or any other source, for the same patienlicass, bs wa a'e
requesting 10 get fom Koshika Foundation, 1o (he sxient thet such essistance is granted by Koshila Foundation, If the requested assistancs is nod gramtad
by Koshika Foundation, in part or in full, then the Hospital reserves ii's nght o make up the shorfall from anciher NGO or any other source. This
confirmation essentialy states that the Hospital will not avail any duphcale assistance for (ha same patenticase from any other NGO or any other source.
2) Thee assistance from Koshika Foundation is ondy financial in rslure The choice of the ireatmenbiprocedurs advissd/conducied by tha Hospilal an he
patiant. is based on the arrangemant batwesn the patient & tha Hospial. and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complets responsibility of the tremtment & I1's out=ome & salety of the patient. and Koshika Foundation will have no role of respansibiiity
in the matier.
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