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DECLARATION by APPLICANT. 308%% G0 v 51,

tnlw-zmmuwmmumu'rmbuwumvm Arvy false sisterment will render my Appication & ongoing assistance, £ any,
b for rejecsonicanceliastion. '

2) | sclererly confiem (et 8ssistance, If reCesved Fom Koshika Founcaton. will De used only for the “purpose”, as stated in this Form, for which such assistance

was requested by me,

3) | heeeby confim that | have not & wil not in future, avall of rembursement. In part o in full, from any other source/employerinsurance company, of the amount
for which (s assistance s requested.
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1) By aMxing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and s Trustees %o

use/publishipul-upieprociuce my name. 3ddress, photo & detads of the “purpose”, for which such assistance is requestedigranted, through any
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sctiviies/achiovomenis. Such use of my photo & dotads can be made by Koshika Foundation before or after my treatment of fulfilment of the “purpose”

foe which assistance 15 baing requestad

2) | (Appécant) further agree that any such use of my name, address, photo & details of the “purpose”, for wihich such assistance is requested/granted,

will not automatically entitie me for recoiving or continuing the said assstance. The decision for granting andior continuing the assistance will res! solaly

with the Trustees of Koshia Foundation. and their deasion is this regart will De fing! and accoptable o me.
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AGREEMENT by HOSPITAL (visme B0 WIR)

By aMuxing hereunder. signature of our Authorised Signatory for recommending this caseipabent for financial assistance from Koshika Foundation, we
(Hospital) heveby a%fem & accept following

1) that we neither are presently noc will in future avall of financial sssistance from ancther NGO or any other source, for the same patienl/case. as we sro
requestng 10 get from Koshia Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshica Foundation, in part of in full, then the Hospital reserves i£'s nght 1o maka up the shorfall from another NGO or any other source. This
confrmation essentially states mat the Hospital wil not avall any duplicale sssistance for the same patienticase from any other NGO or any other source.
2) The assistance fom Koshika Foundation i only financial in natuce. The choice of the Ireatmentiprocedure advisediconducted by the Hospital on the
pationt, is based on the asrangement batween tha patient & the Haspital, and is = no wily Influsnced by Koshika Founcation. Hence, the Hospdal will
8s5ume 5010 & compieno rosporsitifity of the treaiment & it's outcoma & sadely of the pationt, and Koshika Foundation will Rave no role or respoesibilty
in Ihe matter.
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