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DECLARATION by APPLICANT, Si5% DRI Wpw wi;

1) | hereby confiem that all details in thia Form are True 1o the best of miy knowlodge. Anvy false will render my Appication & cogsing ass
atie for refection/cancoliation.

2) 1 solemnly confem (hat assistance, If recened from Koshika Foundaton, will be used only for the “purposa’, as stated in this Foom, for whicr, such

was roquested by me,

3) 1 heeaby confirm that | have not & will nol in future, aval of reimbursement, in pant of i full, fom any other sourcelemployediniurance compaivy, of 1he amount
for which this assistance is requesiod
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AGREEMENT by APPLICANT (3dcs U %01)

1) By aflideg my signatuea of Siumd Improssion on Bis Foem, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees 1o
use/publishiput-uplreproduce my name, address, photo & details of tho “purpose’, for which such assistance is requastod/granted, theough any
medum, induging bat not kmited %o verbal, print, electronic, for soliciting donations for Koshika Foundation andfor disseminating formation aboul it's
acthvities/achiavements. Such use of my pholo & cetails can be made by Koshika Foundation before or after my treatment or fullienent of the “purpose”
for which ssistance ls being requesiod.

2) | (Applicant) further agree that any such use of vy name, address, pholo & dotads of the “purpose”, for which such assistance is requesiedigranted,
will not autamatically ontitfe me for recaiving or condeuing the said assislance. Tha decislon for granting andfor continuing the assistance will rest soley
with 1he Trustees of Koshika Foundation, and their decision is this regard will be final snd accoplabie fo me,
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AGREEMENT by HOSPITAL (resmm % wIX)
By affuang hersundor, signature of our Authorised Signatory for recommending this case/patient for inanclal assistance from Koshika Foundation, we
(Hoapital) horeby affirm & accept following:
1) that we neither are presenty not witl in future avall of fimancial assistance from ancher NGO or any other source, for the same patient/case, as we are
requestiog o get from Kostibe Foundaion, 1o the exdent that such assistance is gramed by Koshiks Foundsation. if the roquested assistonce is not grantod
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confirmation essentislly states that the Hospital will nol avall any duplicate assistance for the same pationt/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmentipeocedure advised/conducted by the Hospital on the
patient, = basod on the arrangemnent between the patient & the Hospital, and is i no way influenced by Koshika Foundation. Hence, the Haspital will
assume sole 8 complele resporsibiity of the restment & i's outcome & safely of the patient, and Koshika Foundation will have no ol or responsibilly
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