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DECLARATION by APPLICANT: smies o dhwen 73:

1} | hereby qonfirm that 2/l details In this:Form are True to the best of my knowledge: Any felse statement will render my Application & ongoing assistance. i any,
Tiatife for repction/cancellation.

2) | solemnly confirm that assistance, if recaived from Koshika Foundation, will be used. only for the *purpose”, =5 stated in this Form, for which such assistance
was requesied by ma.

3} | hereby confirm that | have not & will not in future; avail of reimbursement, in part orin full, from any other soarcafemployerinsurance company, of the amount
far which this assistance is requested
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1) By affixing my signsture or thumb impression on this Form, | (Applicant) hereby agroe & authorisa Keshika Foundation and It's Tristess to

use/publishfput-up/reproduce my name, address, photo & details of the “purposs”, for which such assislance is requesisdigranted, through any

medium, including but not imited 1o verbal, print, electronls, for soliciting donations for Koshika Foundation andfor disseminating information about it's

aclivities/achisvamaents. Such use of my photo & details can be made by Koshika Foundation befors or after my frestment or fulliment of the “purpose”
for-which assistance is baing requested.

2) 1 {Applicant) further agree thet any such use of my name; address, photo & datails of (he “purposa”, for which such assistance is requestedigranted,
will et autamatically entitie me lor recelving or continuing the said sssistanca. The dectslon for granting and/or continuing the asslstance will rest solaly
with the Trustess of Koshika Foundation, and thel declsion is this regard will be Tinal and acosplable 1o me.
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AGREEMENT by HOSPITAL (wwma §m &)

By affixing hemunder, signature of our Authorised Signalory for recommending this caselpatiant Tor finangjal agsistance from Koshika Foundation, we
{Hospital) heseby affirm & socepl follawing:

1] that we nelther dre presenily nor will In future avail of financizl assistance from anothar NGO or any other source, for Ihe same patient/case, 83 we are
faquesting to-get from Koshika Foundation, to the axtant thal such essistance is grantad by Koshika Foundation. IT the requested assistance 1s not granted
by Koshika Foundation, in'gart or in full, then the Hospltal reserves (s right to make up the shartfall from another NGO or any other source. This
confirmation esseniially stales thal the Hospital will not avall any duplicate sesistance for the same patienlcasa from any olher NGO or any olher sourca
2} The assistance from Kashila Foundation fs anly financial in nalure. The chioice of the treatmentprocedure advised/conductad by the Hospitsl on'the
patient, is based on the arrangement between the patienl & the Hospliai, and is in no way Influsniced by Koshika Foundation. Hanoe, the Hospital will
assumae sola & complete responzibility of the treatment & it's outcome & safety of the palient. and Koshika Foundation will have no role or respons:bility
in thies matier.
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