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DECLARATION by APPLICANT: 3 B W

1) | hereby confirm that all detalls in this Form are True to the-best of my knowledge: Any falsa statemaent will render my- Application & ongaing sssistance, If any|
fighie for rejection/cancalialion.

2] | solemnly confiem that assislance, if received from Koshika Foundation, will be used only lor the “purpose”, as stated in this Fomn, for which-such assistancs
was requested by me.

3) I heraby confirm that | kave not & will not in fulure, avad of reimburserent, in pan orin full, from any oifier sourcalemployedinsurance company, of the amount
for which this assistance is requesied
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1) By affixing my signature of thumb impression on this Form, | (Applicant) heraby agres & authorise Koshika Foundation and IUs Trisiess o
usa'publishiput-up/reproduce my name, address, photo & detalis of the-"purposa”, lor which such assislance is requestedigrantsd, through any
medlum, including but not imited (o verbal, ptint, electronks, lor soliciting donatlons for Koshika Foundation andlor disseminating Information about I's

activilies/achiovements. Such use of my photo & detalls can ba made by Koshika Foundation before or after my treatment or fulfiment of the “purpose”
for which assielancs ks baing requested.

2} | {Applicant) further agree that any such use of my name;-address, photo & datalls of the “purpose’, for which such sssistance s requestad/granted,
will nal automatically entitle me for receiving or confinuing the sald assistance. The decision for granting andfar conlinulng the sssistance will rest sotaly
with the Trisises of Késhika Foundation, and thair dectsion is this regard will ba final and acoeptable lo me
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AGREEMENT by HOSPITAL (v o0 #70)

By affixing hereundsr, signature ol our Authorised Signalnty for recomimending this case/patient for financial assisiance from Koshika Foundation, we
(Hospital] hersoy affirm & accopt following:

1) thist we neither are presently nor will in future avall of financial assistance from another NGO or any other source, for the same pafient/case, as we are
requesting 1o gel from Koshika Foundation, o the sxtent thiat such assistance is granted by Koshika Foundation, I (he requested assistance is not granted
by Kashlka Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from-another NGO or any other source. This
confirmation essentiaiy states that the Hespital will not avall any duplicats sssistance for the same patientcase from any other NGO or any other source.
2} The asslstance from Koshika Foundation is only financial in nature. The cholca of the treatmentiprocedure advisediconducted by the Hospital on the
patient, Is based an the arangemant betwean the patisnl & the Hospital, and s In no way Influsnced by Koshika Foundation, Hanca, the Hospiial wil
azzume sole & complete raspongibility. of thie ireatmant & it's outcoma & ssfety of tha pafiont, and Koshike Foundation will have no rle or respongibility
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