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DECLARATION by APPLICANT. mniew g wiwm Wy

1) | nareby confirm inat 38 delnds in this Form s True 10 the best of my kninwledge. Any Talse statermant will render my Application & ongoing assistance, if any,
lisble o rejection/canceliaion

2) | solemmiy confirm that sssistance. if recelved from Koshika Foundation. will be used only for the “purpose”, as stated in this Form. for which such assistance
was requesied by ma

3) | heredyy cordirm that | have not & will not in fulure, aval of reimbursament, in pan or in ful, from any other sourcalemployerinsurance company, of he Emourt
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AGREEMENT by APPLICANT (smiew g wov)

1) By affiong my signatute of fumb iImpression on this Form, | (Applicant) hereby agres & suthonse Koshika Foundalion and it's Truness io

uafpubish/ pul-upireproduce my name, address, pholo & detssls of the “purpose”, for which such assistance is requested/granted. through any

madium, sciuding but not limiled 1o verbal, prnt, slectronic, for soliciling donathons for Koshika Foundation andfor diaseminating information about s

actwitiesfachievemants. Such use of my photo & oetails can be made by Koshika Foundation befors or after my treatment or fulfiiment of the “purpose”

for which ansitance is being requesied.

2] | (Appicant) further agree that any such use of my name, sddress, photo & detais of the “purpose”, for which such essistance s requestedigranted,

will nol automatically entite ma for receldng or continuing the sald asslstance. The decksion lor granting and/or continuing the assstances will rest solely

with the Trusises of Koshika Foundation. and their decisan is this regard will be final and acceptable to ma
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AGREEMENT by HOSPITAL (wessm pm %19)

By affiung hemundsr, sigralure of our Authorsed Signatory for recommanding s casedpalient for firangial assistance from Koshika Foundstion, we
(Hosgpltal) herelsy 2o & acospl following:

1] that we neither are presenily nor will in future svall of financisl gssistance from another NGO or any other source, for the same patient/case, 85 we ae
reguesiing Lo gel from Koshika Foundation, io the sxient thal such assisiance is granied by Koshika Foundation. If the requesied aesistancs ks nol granied
by Koshiéa Foundafion, in part or in full, then the Hospital reserves it's nght to make up the shortfsll from ancther NGO or any other source. This
confirmation essentislly stales thal the Hospital will nol avall any duplicale sssisiance lor the same patient/case from eny oiher NGO or any other source.
2) Tha assistance from Koshika Foundation is only financisl in nature, The choice of the tresimentfprocadune advised/conductad by the Haospital on the
pobent, ks based on the amsngement between the palient & the Hospital, snd is in no wey Influenced by Koshika Foundallon Hence, the Hoapltal will
assume sola & complete responsibiity of the reatmaent & it's outcoms & safety of the patiant, and Koshika Foundation will have no rode or responsibility
in the matier.
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