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DECLARATION by APPLICANT. 0808 0 Wi o -

1) | horeby confem that ofl detads in s Form are True 1o the best of my knowiedge. Any folse statement will render my Application & ongoing assistance.,
Esbie for rojecionvcancoliation !

7) | solomnly confirm that assistance, If received from Koshvika Foundation, wilt be usec only for the “purpose”, as stated in this Form, for which such

was roquested by me

33 | heraby condiern that | have not & will nat in futur, avad of reimbursement, in part of in full, from any other source/ompioyerinsueance company. of the

for which this amsistance s requested
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1) By afaing my signature or thumb npression on this Form, | (Apgicant) hareby agroe & authorise Koshika Foundation and II's Trustees. to
wse/publishipat-uplreproduce my name, address, photo & dotads of the “purpose”, for which such assistance is requesiadigranted, !heough any
modium, inciuding but not imited 10 vertsl, peint, slactronic, for soliating donatons for Koshika Foundation andior disseminating Information about IU's
sctvticalachiovemnents. Such use of my photo & detalis can be made by Koshika Foundation before or after my troatment or fulliiment of the “purpose”
for which assisiance s beng requastad

2) | (Applicant) further agree that any such usa of my namo, address, photo & cetalls of e “purpose”, 1or which such assistance s requestedigranted,
will not sutcmaticaly enstie me for receiving or continuing (he said assstance. The dedsion for granting andior continuing the asaistance will rest sololy
~iih the Trustess of Keshika Foundation, and they decson 18 this regard will be final and accepiable to me
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AGREEMENT by HOSPITAL (semw 00 wait)

By affieng bereunder, signature of our Authorised Signatory far recommending ihis case/patient for financil assistance from Koshika Foundation, we
(Hospital) hereby afirm & accepl following

1) that we neither are prosenty nor will in future avall of financial sssstance from another NGO or any other source, for the samo pationi'case, s we are
requessng 10 pet from Koshika Foundation, 10 the extert that such assistance is granted by Koshika Foundasion. If the requesiod assistance is not graniad
by Koshika Foundation, m part or In i, then the Hosptal reserves it's right 10 make up the shortfall from ancther NGO or any other source This
confrmation essentially states that the Hospital will not avall any duphcate assistance foe the same patienticase from any other NGO of sny olher S0urce
2] The assistance from Koshika Foundation is only fevancial in nasure. The choice of the treatmentiprocedure advisediconducied by the Hospdal on the
patient. s based on the srangement botween the patient & the Hospital, Bnd i In no way mfluenced by Koshika Foundation. Hence, the Hoapital wil
assurme ol & complete responsibitty of the reasment & Il's oulcome & safety of the patient, and Koshika Foundation will hove no 1ole oF respoasibilty
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