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DECLARATION by APPLICANT: sees fo wiiwm ma:

1) | hereby confirm thai sl details in this Form are True (o the bast of my knowledge. Any faise siaiement will render my Application & ongoing assistance, I any,
lmbie for refection/canceliation,

21 | selemnly confirm that asssstance, I recaived from Koskika Foundation, will be used only for the “purposa”, as stated in this Form, for which such assistance

was requested by me,

31 | hareby confirm that | have not & will not in fulura, avail of reimbursemant, in part ar bn full, fram any oiher sourcalemployerinsurance company. of the amount

for which this assistance is requesied
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1) By affixing my sigrature or ihumb impression on this Form, | (Applicant) hereby agree & suthorise Koshiks Foundation and ii's Trusiees 1o

usa/publishiput-upreproduce my neme, address, photo & detalls of the “purpase”, far which such assistance ls requested/granted, through any

medium, inekuding but not imited 1o varbal, prnt, efactronis, for seliciting denations for Koshiks Foundation and/or disseminating information about it's

sctivities/achisvemants. Such use of my pholo & delails can be made by Koshiks Foundation bafore or-after my treatment or fulfilment of the “purpose”
for which assistance s belng requested.

21 | (Appiicant) further agres that any such use ol my name, address, pholo & delails of the "purpose”. for which such assistance is requestedigranted,
will nol Eutamatically entitie me for receiving or continuing the said sssistance, The decision for granting and/er cantinuing the assistance will rest solely
with the Trugiees of Koshika Foundation, and their decision is this regard will be final @nd acceptable to me.
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AGREEMENT by HOSPITAL (wemme 5m &)
By afflixing hereunder, signature of our Authorised Signatory for recommending ihis case/patient for financial sssistance from Koshika Foundation, we
{Hospital) hereby affirm & esccept following:
1) that we nelther are presenily nor wil in future sveil of financial assistance from anothar NGO or any othar source. for the same patient/case, 3s wa are
requesting 1o get from Koshika Foundation, o the extent That such assistance s granted by Kashika Foundation, If the requested assisiance is not granisd
by Koshika Foundation, in part of in full, then the Haspital resarves [U's right 1o make up the shaortial frem another NGO or any other source. This
confirmation essantially states (hat the Hospital will nol avall any duplicate assistance for the same patient/case from any other NGO or any athar sourca
2} The assistance from Koshika Foundation is only financial in nature, The choice of the trestment/procedurs advised/conducled by [he Hospital on this
patieni, ks based on the arrangamant batwean the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hosgltal will

assume sole & complets responaibility of the treatment & 'y oulcome & ssfety of the patient, and Hoeshika Foundation will have nio role or responsisility
in the matter,
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