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DECLARATION by APPLICANT. Wm0 @) 73:

1} 1 herety confirm that all details in this Form are True 1o the best of my knowledge Any false statament will render my Application & angelng assistance, if any,
lisbis for rejection/cancailation

2) | sokemnty confirm that asslstance, if received from Hoshika Fouridstion. will be used only for the “purpese”, 56 ststad In this Foem, for which such sssistance

wis madgussied by ma.

3) | hereby confirm that | have not & will not in future, avail of reimbursement, In gart or in full, from any other soutcaiamployerinsurance company, ol the ambunt

for which 1his assmtances is reguestied,
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17 By alMixing my sigrsture ar thumb impression on thie Form, | [Applicant) hereby agree & authorise Koshika Foundation and I1's Trustees o
usalpubishipui-upireproduce my name. sddress, photo & details of the “purpose”, for which such assistance Is requested/granied, through any
medium, mctuding bul nat limited fo verbal, print, slactronic, for soliciling donations for Koshika Foundation and'or dissaminating infarmation aboul i's
aotivillestachizvaments, Such usa of my phola & detafls can ba made by Keshiks Foundation halore or after my treatment or fulfiiment of the “purposa’
for which assistance & Deing reguesied

21 | (Applicant] further agras that any such use of my name, address, photo & details of the *purpose”, fot which such assislance is requestedigranted,
will nal automatically antitle me for recaivirg of canfinuing the sakd assistance. The decision lor granling andior conlinuing the assistance will resl soialy
with the Trustaee of Keshika Foundation, and their decision is this regard will be final and acceptable fo me
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AGREEMENT by HOSPITAL (wmes [ %11 )

8y affaing hereunder, somature of aur Authonised Signatory for recommending this casefpatient for inancial assistance from Koshika Foundation, we:
(Hospits!) hereby afirm & accept following:

1) that we theitner ate presently nerwill s fulure avall of financial assistance from another NGO de sny other source, for the sama patientcase, as we are
requasting 1o-get from Kashika Foundstion, to 1he sxtent the! such sesistance is granted by Koshika Foundation, If the requasted assisiance is not granted
try Koshika Foundation, in part or in full, then the Hospltal reserves Il's fght 1o make up the shortfsll from anather NGO or any ather solirce, This
eonfirmation essentisly states that the Hospital will not avail any duplicate assistance for the sams patisnt/casa from any other NGO or any other soutca.
2) Tha sssistance from Koshika Foundation is only financial in nalure, The chaice of the trestmentprocedure advised/cenducted by the Hosplial on tha
patient, is hased on the arrangement between the patient & the Hospdal, and i in no way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complele respansitility of the treatment & e outcome & safely of the patient, and Keshika Foundation will have no role or responglbility

i the mraiter.
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