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DECLARATION by APPLICANT. ST¥ew §m simes T

1) | haraby confirm tnal 2M details. in tis Form are True to e best of my knowledge. Any false stawment will render my Application & ongoing asslstance, 4 any.
liaksle for rujecticn/cancesiition

2) | solemnly confirm that assistance, if recesved from Koshika Foundation, will ba used only for ihe "purpose”, s stated in this Farm, for which such assismnce

wae mquestisd by me

) | heraby confirm that | save nol & will not in future, @vall of reimbursement. in part of in full, from any other sourcalemployerinsurance dompary, of the amount

for which tis assistance i requesind
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AGREEMENT by APPLICANT (siws gm )

1} By affaing my signatute or thumb impression on this Form, | (Applicant) herety agree & authorise Koshika Foundation and if's Trustees o
usafpublishipul-upfreproduca my name, address. photo & dotails of e "purposs”, for which sich essistance |8 reguasiedigranted, through any
miedium, includging but not imaed 1o verbal, print, alectronic, for soliciing donations for Koshika Foundation andfor dssemirmting nformatmn aboul s
actvitiesachievemants. Such use of my pholo & details can be made by Koshica Foundaban before or ater imy treatment or fulfilment of the “purposes”
lor which assistanos is being requested.

2) | [Appiicant) furter soree fhat any such uss of my name, pdoress, photo & details of the “purposs”, for which such assstance s requestadigranted,
will not automaticatly ehiltke me far recehing or continuing the sald atsistance. The decision for granting sndlor conlinuing the assistance will test solaly
with the Trustees of Koshika Foundabion, and their decizion is this regard will be final and scceptable fo ma.
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AGREEMENT by HOSPITAL (wemes g w3

By affixing hessunoer, signature of our Authonised Signaory for recommending inis casaipatient for finencial sssistance from Koshiss Foondation. we
(Hospital] hareby affiim & accepl following:

1) tha! we npither ste presently. nor will in future avail of financial assistance from another NGO or sny ofher source. for the same pationl/cies, a5 we are
roguesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshiks Foundation. If the requested assistance is nol granted
by Koshica Foundation, in part or in full, then the Hoapital reserves i's nghi lo make: up the shorifall from another NGO or any ather source. This
confirmation essentally states thal ths Hospital will not avall any duplicate assistance for the same patient/case from any olher NGD of sy offher source.
2) The assistance from Koshika Foundation i only firsnceal in nature. The choico of the eaimant/prooeduns advised/conductad by the Hospital on the
patient, s based on the arrangement betweesn the patient & the Hospilal, and is in no way influenced by Koshika Foundation. Hence. the Hospital wil
azsume sols & complate responsibiity of the ireatment & it's oulooms & safety of the patent, and Koshika Foundation will have no role o responsibility
in tha mattar
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