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DECLARATION by APPLICANT, BT E wiwen 7w

1) | haraty confirm that all detads in this Form am True to the best of my knowlkedgs, A false statemant will rander my Application & ongoing assistance, if any,
hinble for rejection/cancelntion. .

2} | splemmiy confirm that esistance, if received from Koshia Foundaton, will be use only for the “purposs’, as stated kn this Form, for which such assistance
wis requesied by me.

3} | haveby confiem that | have not & will not in future, avall of reimbursement. in par g i full, from any ciher source/employerinEurance company, of the smount
for which His pssiniance is requesied.
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1) By affung my signature or thumi impression on this Form, | (Appizand) hereby, gree & authoriss Koshika Foundation and if's Trustees 1o
use/publistipul-upireproduce my name, address, photo & detais of te “purpose” Jor which such assistance (s requéstadigranied, rough any

meedim, incluging but not imited to verbal, print, slectromic, for soliciting donatan for Koshika Foundation andéor dissermnating information about It's
activiies/achievernants. Sech use of my pholo & details can be made by Koshika Foundation belore or afier my treatmant or lufiimant of the “purposa”
for which sasistance is being requosiod.

2} | {Apphcant) furiher agres that any such use of my name, dddrass, photo & dellil of the "purpose”, for which such asssiance s reguesiedigranied,

will mot automitically antitie me for recalving or continulng the said assistance. TH decision for granting and/or contisuing the aesistance will rest uolely
with: the Trustses of Koshika Foundstion, and their decision s this regard will be #hal and acceptable to me.
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APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
AGREEMENT by HOSPITAL (Wems 5 )
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By affiung hereunder, sigramtuce of our Authorsed Sgnatory for recommendingthis case/patient for fnancal sssistance from Koshika Foundation, we
{Hospital) hamstry affiern & accapt following:

1) thal we nedher are presently nor will in fulisre gvall of financial assistance (e another NGO or any other source, for the same patlont'case, as we are
raguasting to ge! from Koshika Foundation, 1o the extent that such assistance & granted by Koshika Foundation, Il the requesiad assistance is nof granied
by Koshéa Foundation, in part or in full, than the Hospltal reserves it's right L ¢ up the shorifall from another NGO or any other source. This
confirmiation assenbially stales tha! the Hospital will nol avail any duplicate ssSetance for the sama salienl/case from any other NGO or any offer source
2) The sssistance from Koshika Foundation is anly financial in nature, The chillce of the matmentiprocedure advised/conducied by ihe Hospilal on the
patent, is based on the arangement between the patient & the Hospital, and s in no wey infiuenced by Koshika Foundation. Hence, the Hospital will
assume sole & complele responsibiity of the treatment & i's outcome & safely of the patient, and Koshika Foundation will have no role o responsibility
in e mtter
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