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DECLARATION by APPLICANT: ¥Fms 5@ w9 w5:

111 hereby confirm that ail detalls in this Form are True 1o thi best of my knewledge. Any false statement will render my Application & angaing assistance, I any,
liahle for rejaction/cancalialion.

21| solemnily confirm that sssistance, i received from Koshika Foundatian, wil b2 used only for the "purposs®, 5 siaizd In this Farm, for which such assistance
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2 hersby confitm thal | have not & wil mot in futurs, avall of reimbursement. in pan oc in full, from any other sourcefemployerfinsurance company, of the amount
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1| By affixing my sguature of thumb impression on this Form, | (Applicant) haraby agres & aulhorise Koshika Foundation and ITs Trustees o
usefpublishipul-ug/raproduce my name, sddress, photo & details of ihe “purpgse”, for which =uch assistance s requestedipranted, through any
medium, inciuding Sut nel imited 1o verkal, print, eleciranic, for eoliclling donations for Koshika Foundation andlor dissemmating Infarmaton about s
acivilleslachipvemenis. Such use af my photd & datais can be mads by Kashika Foundation bafere or after my reatment or fulfimant of the “purposs”
for which sssiEtance & beng requested

21 | {Apglcant) furiher agree that any suth usa of my neme, address, photo & detalls of the “nurpose”, for which such assisiance is requested/aranted,
will not automatically antiie mé for receivifig of conlinuing the said essisiance. The decision for granting andiol conlinuing tha asslsisnce will rast solaly
wilhi the Trestess of Koshika Foundation, snd tneir decisian is s regard will be fing! end acceplatle to ma
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AGREEMENT by HOSPITAL (&Fmm &0 #41)

By affang haewunder, signatire of our Autharised Signatory for recomminding inis casefpatiznt f&r linancial assistance from Koshika Foundation, we.
[Hespital] bereby-affirm & accept tollowing

1) that we nedher ars presently nos will In future avail of firancial assistance from anothar NGO of any other soutce, fof the same patisnticase. ae we ore
tequersling to gt from Koshika Foundation, o the exten] that such assisiance is grantad by Koshiks Foundation. If the requastad assistance is not granted
tiy Koshika Foundation, in'part ar in full, ther the Hospltal resarves Vs right to make up the shorifall from anothe: NGO or any othar source. This
confirmation essenially states that the Hospital will not avail any duplicale sssistance for the sams patientcass from any other NGO or any other source
2 The gssistance from Koshika Foundstion ks anly financls! in neture. The cholce of the rreaimentprocedure advisediconducied by the Hospitsi on the
patienl. s based on the arrangemsnl betwsen (he patient & the Haspilal, and is in no way influenced by Koshika Foundation, Henee, the Hospital will
assure sole & complete resporisshllity of the treatmant & it's sulcome & ssfety of the patient. and Keshiks Foundation will have no role or respansibility
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