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DECLARATION by APPLICANT: S=e% & S7T9e o4:
1} | hareby confirm that all detalls in (his Form dre True to the best of my knowledge. Any fatse slatement wll rander my Applieation & ongoing assistance, if any,
Iable for rejection/cancelialion

2) I salemnly canflem ihal essislante, i received from Koshika Foundation, will be used only for the “purpose”, s siated In Lhis Form, for which such-assistance
was requesiad by me.

331 hevety confirm that | have not & vill nat In hturs, avall of reimburssmant, In part or In ull, from any other scurcefemployerfinsurance company, of the amount
for which this assistancs I8 requesied
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AGREEMENT by APPLICANT (smies gm =)

1) By affixing my signature or thumb jmpression on this Form, | (Applicant) hercby sgree & suthorise Koshika Foundalion and it's Trusizes to
usepublieniput-upireproduce my name, addrese, pholo & detalls of ihe “purposs”, for which such assislance |s requested/granted, through any
medlum, fnciuding but nat limited to verbal, print, skectrenio, for sollciting donations for Koshika Foundation sndior disseminaling information about il's

aclivitiesiachigvements, Such use of my photo & detalis can be made by Koshika Foundation belfore or 2fler my treatment or fulfiiment of the *purpose”
for which assistance |s being requested,

2) | {Applicant) further agres that-any such use of my nems, addrees; pholo & datalls of the "purposs”, for which such assistance is raquestad/granted,

wiil ot automatically entitfe me for receiving or continuing the said essistance. The decision for granting andior continuing the sssistance will rest solaly
with the Trustees of Koshika Foundation, and thelr decision |s ths regard will be final and acceplatle to me.
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AGREEMENT by HOSPITAL (¥weaa T ST0)

By afiking hereunder, signature of our Autharised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) heraby affirm & accept fallowing:

1) that we neither ara presenily nor will In future avail of financial assistance from encther NGO or sny oiher soufcs, for ihe =ame patient'case, as we are
requesting to get from Koshika Foundation, to the extent thet such assistance is granted by Koshika Foundatlon. I the requesied gssislance ks not granted
by Koshika Foundation, in part or I full, then the Hospital resarves If's raht ta make up the shorfall from anciher NGO or any other sourca. This
confirmation essentially slatss that the Hospital will not avall any duplicsts assistance for the sama patienticass from any other NGO or eny other source.
2) The sssistance from Koshika Foundation is only financial in nature. The cheice of the treatment/procedure advised/conducted by the Hosgpital an the
patiant, is basad on the arangement between the patient & the Hospital, and |s in no way influsnced by Koshika Foundafion. Hance, the Hospital wil
sssume sole & complsts respansibllity of the raatmant & it's oulcome & safety of the patient, snd Hoshika Faundation will have no role e respensibility
in the mater.
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