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DECLARATION by APPLICANT. 3= AT S 74-
141 Hesrely confirm that @l detalls in this Form are True to the best of my knowiedge. Any false siatement will render my Application & onguing assistance, i any,
linble for rejection/cancediatian

2) | splamnly confirm thal assistance, if received fram Koshiks Foundatian, will be used only for the "purpese”, B3 stated In fhis Farm, far wihich such assistance
was requested by me

3] | hergby confirm that | have not & 'will nod i futurs, avail of relmbursement, in pait or 17 full, from any other soorce/employerfinsurance compary, of the amou
for which this assistance i3 requested.
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AGREEMENT by APPLICANT (ymes gm =)

1) By affixing my signature or thumb impression on this Form, | (Applicant) haraty agree & suthonss Koshika Foundafion and U's Trusiees 1o
useipublEhipul-upireproduce my neme. address, photo & datals of the "purpese”, for which such assistance 18 requested/grantad, thiough any
metium, includng but nat limiled o verbal, print, electrenit, lor soficifing donatiens lor Koshika Foundation andior dissaminating information about it's
aclivitlesiachinvamants. Such use of my photo & delails can ba made by Kashiks Foundation before or aftar my treatment or fulfiiment of the “purpose’
for which assisience is being requesied

21 | (Applicant) furtner agree that 2ny such use of my name. address, phato & detalis of the "purpase”. for which such assistance is requestedigranted,
will net sutormatically entitie me for receiving or continuing the said assistance, The decision for granting and/or cantinuing the assistance will rest solely
with the Trustees of Koshika Eoundation, and (hair decsion |s this regard will be linal and acczpiable 1o me
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By aflixing heraunder. signature of aur futhorised Sianalory Tor recommaending this case/pavent for financial assislance from Koshika Foundation, we
{Hospital] keraby affirm & sccapt following:

1) thet we nelther are prasantly nar will in future avail of financisl nssistance fram another NGO or any other source, for he same patienticase, as we arg
requesting 1o get from Kosnike Foundation, to the extent thal such assistance is granted by Koshiks Foundation, If the requested assistance i not grantad
by Kashika Foundation, in part orin iull, then the Hosgltzl resesves it's right to make up the shortfall from anather NGO or any other saurces, This
canfimation essentiaily states that the Hospital will ot avall any duplizate assistance for lhe same palienticass from any other NGO or any oiher sourcs
2| The assistance from Koshiks Foundation is only financlal in rature. Thi choice of the reatment/procedure adyvised/candusted by the Hospial on ihe
patient, is bassd on the arangement batween the patlent & the Hospital, and is in no way influsnced by Koshika Foundation. Hence. the Howp(tal wil
aesume sole & complete respardibliity of the treatment & it's outcome & safety of the patianl, and Koshika Foundation will have no role o nesponsibllity
in tne matter
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