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DECLARATION by APPLICANT: wiiTE ma wWwm 73
1jmmm all dotails In this Form are True 1o Ihe best of my knowledge. Any false stalement will render my Application & engoing assistance, f any,

2} solemly confirm that assistance, I recaivod fom Koshikis Foundation, will be used only for the "purpose”, ss stated [n this Form, for which such assistance
Was requesied by me

3) | hereby confirm Hal | have nol & will not in fiture, avil of rembursament, in part o In full, from any oiber sourcefem ol the
for which this sssistance & requisted L ployer/insurance company smount
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AGREEMENT by APPLICANT (s g m7)

11 By affaing my signature or thumb impression on this Form, | (Applicent) hereby agree & authoriss Koshika Foundation and it's Trustees 1o
use/publish/pul-up/reproduce my name, address, pholo & detalls of the “purpose”, for which such awsistance is requested/granted, through any
midium, including but not limied 1o verbal, print, slactronic, for scliciting donations for Koshika Foundation and/or disseminating information about i's

activillesfachievaments. Such uso of my photo & detalls can bo made by Koshika Foundation bofare or after my treatment of lulflimant of the *purpose”
for which assistance (s being requesiad,
2} | (Applicant) further agroe that any such use of my name, sddress, photo & detaily of the “purposs’”, fof which such assistance is requesied/granied,

will not automatically entitie me for receiving or continuing the said assistance. The decision for granting andéor continuing the assistance will rest solsly
with tha Trustess of Koshlka Foundation, and thelr declsion is this regard will be final and acceptabls to me,
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AGREEMENT by HOSPITAL (wwems T woT)

By aflixing hetaunder, signature of our Authorised Signatary for recommaending this casa/patient for financial assistance from Koghika Foundalion, we
(Hospital) hersby affirm & accep! following:

1] thist we nalther are presantly nor will in future avall of Gninclal sssistance from anolher NGO of any other solrce, for the same palisnl/coss, s we are
requesting Io gel from Koshiks Foundation, to the extent that such assistance s granted by Koshika Foundafion. if the requested assistance is not granted
by Koshika Foundation. in part ar in full, then the Hospital ressrves It's righl to make up the shardall from anothar NGO of any other source. This
confirmation essentially siates that the Hospital will not avall any duplicate assistance for Ihe same patisnt/case from any otfwr NGO or any other sowce.
2) Tha assiglance from Koshika Foundation is only financial in nature, The chaics of the trestmantiprocedure sdvisediconductad ty the Hospital on the
patiant, is bassd on the arangsment between the patient & the Hosplial, and is in no way influsnced by Koshika Foundation. Hence, the Hospital wiil
nzsumn sole & complele reaponibility of the treatment & Il's culcama & salety of the patisnl. and Koshika Foundation will have na rols or responsibility
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