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DECLARATION by APPLICANT: smiwe fg < 7
1} | hereby confiom thal all details in this Form are True to the best of my knowladge. Any false stmtemant will rendar my Application & angoing assistance, If any,
lissble for reaction/cancebiation,

2) 1 zolemnly confirm ihat asslstanca, i received fram Koshika Foundation, will bs uead only for the “purposs”. Bs staled in this Fom, for which such sssistancs
wils requested by me.

3 | higratey confirm thit | have nol & wilt not in futers, avall of reimbursement, in part or in full, from any other sourcelemploverinsurance company, of the amaunt
for which this-assistanoe is requested.
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“AGREEMENT by APPLICANT (smres gm =10)

1) By affixing my signatura & thumb impression or Ui Fam, | {Applicant) hereby agres & authorise Koshika Foundation and if's Trustees o
usa/publishiput-up/ireproduce my name, address, photo & delalis of the "purpoes” for which such asaistancs is requesied/granted, through amny
medium, including bul nal limlled to verbal, print, lectronic, for soliciting donabons for Koshika Foundation andfor disseminating information abaut it's
sctiviliesiachipvements. Such use of my photo & defails can be made by Koshika Foundation before or afier my treatment or fufiiment of the “purposa”
tar which sssistance is being requesiod,

2) | (Applcant) lurthet agree that any such use of my neme,; addiess, photo & detaits of Ihe “purpose”, for which sush assistance is requested/grantad,
will not aulomatically entitle me for recelving ar conlinuing the said assistance, The decslon for granting andior confinuing the assistance will rest solaly
with the Trustees of Koehika Foundation, and hair decision i this regard will be final and ancaplable 1o ma.
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AGREEMENT by HOSPITAL (pemm o %)

By affixing haraunder, signature of our Aulharised Signatory for recommanding this cese/patient for financial assistance from Koshiks Foundation, we
(Hospital) herehy sffirm & secept following,

1) hat we rigither are presently nor will [ future avail of inencial assistance from another NGO or any olher source, for the same patienticase, as we are
requisting fo gol from Koshika Foundation, to the sxent thal scch asuistancs |s grantad by Koshika Foundallon. |f Ihe requasted assistance is not granted
by Koshika Foundation, in part ar in full, then the Hospital resarves it's right to make up the shortfall from angther NGO or eny other source, This
confirmation essentially siates thal the Hospital will not avail any duplicale assistance for the same palienticasa from any other NGO of any ather source.
2] This assistance from Koshika Foundation is only financial in nature, The choics of the treatment/procedure advisediconductad by the Hospital on 1he
patlent, is based on the afrandement batwean tha petisnt & the Hospital, and is in no way Influenced by Moshika Faundation. Hence, the Hospltal wil
axsuma sole & complele responsibilly of the reatment & is outcome & salety of the patient, snd Koshiks Foundation will have no roie or responsibility
in fhe matter.
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