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DECLARATION by APPLICANT, Sies p0 Wwe w;

1) | heteby confiem Shat af detas in this Form are Teue 1o the best of my knowledge mwxmmnmwwaen.
fabie for

2) | solemnly confiem that assistance, if recaived fom Koshika Foundation, wil be usad only for the “purpose”, as stated in this Form, for wivke

was requesiod by me.

3) | hareby confirm that | have not & wil not in future, avail of rembursement, in part or in A, from any other sourca/employerinsurance

for which s assistance is roquesied
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AGREEMENT by APPLICANT (39S o0 %01)

1) By affiong my signature of thumb imgression on this Form, | (Appicant) heraby agree & authorise Koshika Foundaton and it's Trusiees 1o
use/publah’pul-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requestied/granted, through any
medium, including bul not Imited 10 verbal, print, elecironic, for soliciting donations for Koshika Foundation and/or daseminaling information about If's
acthvities/achievemnants. Such use of my pholo & detals can be made by Koshika Foundabion bedore or afer my treatmont or fulfiimant of the “purpose®
for which assistance s beoing requosied.

2) | (Applicant) furthes agree that any such use of my name, address, photo & details of the “purpose’, for which such assistance is roquesiedigraniod,
will not automatically entitle me for receiving or continuing the said assistance, The docision for granting andior continuing the assistance will rest solely
with the Trustees of Koshika Foundation. and their decision is this regard will be final and acceptable 1o me
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AGREEMENT by HOSPITAL (¥vam= pw wX)
By afling hecounder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshia Foundation, we
(Hospital) heroby affirm & accept foliowing:
1) that we nefther are presontly nor will in future avadl of financial assistance from another NGO or any other sowrce, for the same patienticase, as we are
roquesting % get from Koshika Foundation, 10 the extent that such assistance is granted by Koshia Foundation. If the requesied assistance is nol pranted
by Kashikn Foundation, in part or in full, then the Hospital reserves I's right to make up the shortfall from anather NGO or any ather source. This
confirmation essentialy stases that tha Hospital will not avall any duplicale assistance for the same patient/case from any other NGO or any other source
2) The assistance from Koshika Foundation is cedy financlal In nature. The choice of the treatmentprocedure advisediconductad by the Hospltal on the
patient, iz based on the armangomant batwaen tha patient & the Mospital, and Is in no wary Influenced by Koshika Foundation. Hence, the Hospitsd wil

assumo sole & complele responsibisty of the treatment & it's outcome & safety of the patient, and Koshrka Foundation wil have no rofe of responsiity
In the matter
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