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DECLARATION by APPLICANT: SIe® g1 wiom v,

1) heraby confirm (hat &) ditalls in this Form are True to the best of my Inowhedge. Any false statament will render my Application & sngoing assistance, Il any,
|imtibe for regection/cancsialion.

2) | splemnly confirm that assistance, i mecshved fram Koshika Foundation, will be wsed anly for the “purpose”, au stated In this Form, for which such asslstance

‘was requasted by ma,

4 | herstry confiem ihat | have not & will mat in future, svall of reimbursement, in gt of 0 full, from any ofher sourcelemployesinsurance company, of the amount

for which this assstance i requested
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AGREEMENT by APPLICANT {suew g0 %u1)

1) By affixing my signalute o thumb impréssion on this Faim, | (Applicanl) hereby agroe & authorise Koshika Foundatlon and i's Trustees i

usal/publishipul-up/reproduca my name, sddress, photo & detalls of the “purposa’, for which such assistance is requesiedigranted, ihrough any

mdium, Ineluding bul nat limited Lo verbal, print, slectranic, for soliciiing donations for Koshika Foundation and/or disseminating infarmation abaul it's

activitiesfachievements. Such use of my photo & details can be made by Koshika Foundalion before or after my treatment or lulfiment of the “purpose”
far which BssEtancs & being requestod,

2) | (Agplicant) furihar agroa thal any such usa of my neme, address, pholo & datails of the “purposs”, for which such sssstance [y requestadigranied,
will nat altomaticaily entitle me for receiving of conltinuing the said assistance. The decision for granting and/er continuing Lhe essistance will rest salaly
with the Trustees of Koshikn Foundalion, and their decision is this regard will be final and acceptable 1o me
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By affixing hereundsr, signalure of our Authonsed Signatory for recommanding this caselpatant for linancinl aesistance from Koshike Foundation, we
{(Haspilal) hersby affirm & accepl following:

1) that we nailher ane presantly nor will in future nvall of finencial assistance from analhar NGO o any other sowrme, for the same- patient/cass, a8 wa are
reguesiing {o gel from Koahiks Foundation, lo the extant (hat such assistance ia granted by Koshil Foundation. If the requested assisiance i not granted
by Koahika Foundation. in part or in full, then the Hospital resarves ' right o make up the shorfall from another NGO or Bny other source, This
confirmation essantially states that the Hospital will not avall any duplicats sssistance for the ssmae patisntcasa from any other NGO or any other source.
2} The assistance from Koshika Foundation ts only financial in natura. The choice of the treatment/procedure edvised/oondircted by tho Hospital on tho
patient, in based on the arrengement between (he patiant & the Hospital, and is In no way influencod by Koshlka Foundation, Hance. the Hospital will

gssime soia & complete responslblity of the trentrment & i's outcome & safety of the patient, end Koshikn Foundation will have no role or responsibiliity
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