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DECLARATION by APPLICANT: % §r sy w=:

1) | hereby confirm that &l details in this Form ara True to the best of my knowledge, Any false statement wil render ication & ongoin i
lisble for rejection/cancaliation. il e s i

2) | solemnly confirm that assistance, If received from Koshika Foundation, will be used only for the *purpose”, as stated in this Form, for which such assistance
was raguesled by me

3} 1 hereby confirm that | have not & will not in future, avail of mimbursement, In part or in full, from any other source/employeriinsurance company, of the amount
for which this assistance s requested.
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“AGREEMENT by APPLICANT (ses g7 w7

1} By affixing my signature or thumb impreszion on this Form, | (Applicant) hereby agree & authorise Kashika Foundation and It's Trustees to
use/publish/put-up/reproduce my name, address, photo & detasils of the "purpase”, for which such assistance ls requestadigranted, through any
medium, Including but not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andfor disseminating Information about it's
aclivities/achisvements. Such use of my photo & defalis can be made by Koshike Foundation befare or after my treatment or fuliiment of the “purpose”
for which assistance is baing requestad.

2} | {Appticant) further agrea thal any such use of my name, address, photo & details of the “purpose”, for which such assistance s requestedigranted,

will not automatically entitle me for recalving or continuing the said assistance. The decision for granting andlor conlinuing the assistance will rest solaly
with the Truslees of Koshika Foundation, and their decision is Ihis regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (w¥me B S70)

By affixing hereunder, signature of our Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, wa
{Hospital) hereby affirm & accept following:

1) that we nelther are presantly nor will in future avail of financial assistance from anothar NGO or any other source, for the same patient/case, as we are
requesting (o gel from Koshika Foundation, to the extent that such assistance is granted by Keshika Foundation. If the requested assistance is not grantad
by Koshika Foundation, in part or in full, then the Hosgpital reserves it's right to maks up the shorttall from another NGO or any other source, This
confirmation essentizlly states thal the Hospital will not avall any duplicale assistance for tha same patient/case from any other NGO or any other source,
2} The assistance from Koehika Foundation is anly financial in natura. The choioe of the treatment/procedure advised/conducied by the Hospital on tha
patient, ts based on the arangement betwean the patiant & the Hospital, and is In no way Inflienced by Koshika Foundation, Hence, the Hospital will
aesuma sole & complete responsibliity of the treatment & it's oulcome & safely of the patient. and Koshike Foundation will have no role or responsibility
in the matter
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