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DECLARATION by APPLICANT: STTs ¥ =M 79:

1)1 hareby confirm that all details In this Farm ara True to the best of my knowledpe, Any false sislement will render my Application & ongaing assistance, if any.
lizbée for rejechonicancellaton,

2} | sulermly confirm ihat assistance, It receivad from Koshika Foundsiion, will be used only for the “purpose”, as stated in this Form, for which such assistance

wias reguestad by ma. '

3) | hareby confirm thal | have net & will rol in future, avail of reimbuisement, in part or in lull, from any other sourcelemployerfinsurance company, of the amount

for which thie assistance s requesied.
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AGREEMENT by APPLICANT ({s08=% gm =)

1) By affixing my signatura or thumb improssion on this Fom, | (Applicant) horeby agree & aulhorse Koshika Foondation and it's Trustess 1o
use/publishiput-upireproduce my name, address. pholo & details of the “purpose”. for which such assistance |s requestedigranted, through any
medium, Including but nol imited to verba!, prinl, electronic, for soliciting denallens tor Koshika Foundallen andior disseminating information about it's
achviesi=chievamants. Such wee of my phota & detalls can be made by Koshika Foundslion bafore or after my ireatment of fulfiimant of the “purpase’
for which assistance is being requested
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with the Trustass of Koshika Foundaton, and their decision i this regard will be final and acceplatble o me.
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AGREEMENT by HOSPITAL (Fewmmm g &)
By affixing harsundes, signature of out Authorised Sighatory Tor recommending this casa/patient for financial assistance from Koshlka Foundation, we
(Hospital) heraby 2iim & accept following:
1) thst we neither are presenlly nor will in fulure avail of financial asstétancs lram another NGO or sny olhar source, for th <ame patiani/case, 8g we are
requesting to gat from Koshika Foundation, to the extent that such assistance s aranted by Koshika Foundation, If the requested assistance is not granted
by Keshika Foundation, in part of in full, then the Hospitsl reserves it's Tight to make up the shortfall fram another NGO or any other source, This
confirmation essentially states that fhe Hosplial will nat avall any duplicals assistance for the same patlenticase from any other NGO or any other sourcs,
Z) The assistance from Koshika Foundation is only firancial in nature. The chaice of the restmentiprocedure advisedicanducted by the Hospital on the
patient, s baged on the arrangement between Ihe patiant & the Hospltal, @nd Is in no way influenced by Koshiks Foundation. Hence, the Hospital will

assume gole & complete respansibilly of he ireatmant & it's outcome & safety of the pafient. and Koshike Foundation will have no rale or regponsibility
if 1he matter
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