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DECLARATION tiy APPLICANT: s1msy 310 =om =:
1} | hareby confirm that all detsils in this Form are True o the best of my knowledge. Any false statement will render miy Application & ongolng sssistance, if any,
lisble for rejection/cancatiation,

7} I solemndy confitm that assistance, if recaived from Koshika Foundstion, will ba tsed only for the "purposs”, a5 stated in this Form, fer which sich sssistancs
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3} hareby confirm that | have nat & will rotin futurs, avail of reimbursement. in part o in full, fram &ny other source/empioyerfinsurance company, of the amaount
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1) By afiixing my signature or Ihumb impression on this Form, | (Applicant} hereby agree & suthonise Koshiks Fourdation and (s Trusiess to
use/publshiputupireproduce my name, address, pholo & datails of ke “purpose”, for which such assistance |s requestedigraniad, through any
mediurm, including but nat limited ta verbal, print, electranic, for soliciting donations for Keshlks Folndation andlor disseminating information sbout Il's-
actlvities/achieyemants, Such use of my photo & detalis can ba made by Koshika Foondation before or:sfter my trestmen of fulfiiment of the “purpass”
for which assistance i& balng reguesied.

2) | {Applicant) furiher agree that any such uee of my name, address, photo & details of the “purposs’, for which such assistance ks iequested/granted,
will rot sutomatically antite me for raceiving or continuing the said essistance; The decision {or granting andor continuing the assistancs will rest salaly
with the Trusteas of Koshika Foundation, and their decision is this regard will ba final and acoeptable to me.
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AGREEMENT by HOSPITAL (wemm 71 w)

By affixing haraunder, signaturs of our Authorised Skanalory for recommending (his casalpatiant for financisl assistance from Koshika Foundstion, wa
{Hospital) haraby affirm & accept following:

1) that we nelther are presently nar will In future avail of financis| assistance lrom another NGO or any other source, for the sama patisnl/Case, as wo are
requasting to get fram Koshika Foundation, to the extent that such assistance is granted by Koshika Foundastion. |l the requesied assistancs ls nol grantad
by Koshika Foundation, In part of in full, then the Hospitsl resanves It's right to maks up the shordfall from snalher NGO or any other saurca. Thiz
confirmation essenially states that tha Hospital will not avall any duplicaie assistance for the sama patlenticzes from any other NGO or any other source.
2) The assistance from Koshika Foundstion is only finsncial in nature, The choice of the treatmentprocadure advisediconducted by the Hospital on the
patiant, is based on the arrangement betwean the patisnt & the Hoepital, and ia In no way influsnced by Koehika Foundstion, Henes, the Hospital will
assume sols & complete responsibiity of the traatmant & it's oulcoms & ssfsty of the patisnt, and Koshika Foundation will have no role or responsibiity
in'the maliar.
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