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DECLARATION by APPLICANT: S#eF g w93

1} | hereby confing thal all detalls in this Form are True 1o he best of my knowledge. Any false statement will render my Application 8 ongedng assistance, any,
liahia for rejection/cancelaton

2) | splemnly confirm thaf assistance, I recetved from Koshika Foundation, will be used oniy for the "purpose”, as stated in this Form, for which such assstance

was regussted by me.

1) | hereby confirm thatl | heve nol & will oot in iue, svall of resmbarsemant, in parl or in ill, from any other sourcalemployerinsurance company, of tha amount

far which this assistance |5 requested.

1) & v = f o w9 ol e 9 e § s wm o Wl oft e fee of s s o w1 @ e e w w6

2) W W wewE T s v, W A = e T T A St g F S oamim, @ s s F s o

1) ¥ yfe woe § % fon womm @ v i o) o @ v ofn W s w e feen fed s sl sl 8 3 @ foen & w3 o wRe F S

AGREEMENT by APPLICANT (=m=s gm +11)

1) By &fMixing my signature or thumb impression on iis Form, | (Appiicant) hemby agree & aufhoriss Keoshika Foundation end it's Trustees 1o
use/publish/put-upreproduce my name. address. photo & details of the “purpose”. for which such assistance is reguestad’granted, through any
mediim, including bul rol imiled to vecbal, print, slectranic, for soliciling donations lor Koshika Foundation andfor disseminaling Infarmation abaut it's
actiuitiesiachisvaments. Such use of my photo & detsils can be made by Koshika Foundation befors or after my (reatment or fulfilment of the "purposs®
for whch-assstance & bang requostod

2) | {Apglicant) furiner agree thal any such use of my neme, address, phota & details of the "purpoase”, lor which such astistance ks requesied/grantied,
will nat autsmatically entiile me for receiving of cantinuing the eaid assistance. The decision for granling andfor continuing the essistanco wili res] solély
with the Trusiess of Koshika Foundation, and thair dectsion is this regard will be final and scceptable o me
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By affiung hereunder signature of our Aulhorised Sigratory for recommending Ihls case/patient for financial assistance from Koshika Foundation, we
{Hospital) hershy affirm & sccept ollowing:

1] that we neither sre presantly nar will in futire avail of linancial assistance from anather NGO or any olher source, for the same palient/case, a5 we afe
ragueshing 1o gal fram Koshiks Foundation, to the extent inat such assistance is granted by Koshika Foundation, If the reguesied assistanos & 0ot granted
by Kashika Foundatian, I parl o In full, then the Hospltal reserves it's right 1o maka up the shorttsll from anather NGO or any other source. This
confirmation essantially stotes that the Hospltal will ot avall any duplicate assistance for the sama patient/cese from any other NGO or any other source
2] The assmtance from Koshike Faurdation @ anly inancial in natura. The choice of the reatment’procedurs advised/conductad by the Hospital on tha
patignt, is based on the sirangament batween the patient & the Hospital, and I8 in no way influenced by Koshika Foundation. Hence. the Hospital will
psaume $oie & compieto respansibiiity of the treatment & i1's outcome 4 safety of the patient. snd Koshiks Foundation will have no rola or responsibility
n the matier
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