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DECLARATION by APPLICANT. 3piew oo shwes w1;

1) | hereby confirm that all detalls in this Form are True 10 the best of my knowledge. Ary false staloment wil render my Application & angoing

fabie for reection/canceliation.
2) 1 sclomedy confirm that assistance, If recsived from Koshia Foundation, will be used only for the “purpose”, s stated in this Fom, for which such
wias requesied by me.
3) | hereby confirm that | have not & will not in futro, avall of resnbursement, in par o in A, from any other sourcalomployerfinsurance company, of the
for which this assistance is requested.
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1) By affoing my signature or thumd impeession on this Form, | (Applicant) bereby agree & authorse Koshika Foundation and I's Trustees 1o
use/publishiput-upireproduce my name, address, photo & details of e “purpose”, for which such assistance Is requestedigranied, through any
medium, indiuding but not Smted 1o varbal, prind, electronic, for soliciting donations for Koshika Foundation andior dissominating information about IUs
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfément of the “purpose”
for which assistance is beng requessed.

2) 1 (Applicant) further agree Tat any such use of my name, address, pholo & detads of the “purpase”, for which such assistance Is requestedigranted,
wil not avlomatcally entiie me for receiving of continuing the said assistance. The dedision for granting and/or continuing the assistance wilt rest sololy
with the Trusiees of Koshika Foundation, and their decision is this regard will be final and acceptable %o me.
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AGREEMENT by HOSPITAL (ersmm 0 %101)
By affuing hereunder, signature of our Autharised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Haspital) heredy offirm & accept
1) hat we neithor are prosontly nor will In future svail of financial assistance from another NGO of any other source, for the same patient/icase, as we are
requesting lo get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, In part or in full, then the Hospital reserves it's right 1o make up the shortfall from ancther NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienticase from any cther NGO o any other source.
2) The assistance from Koshika Foundation is only financial in natura. The choice of the reatmentiprocadure advisad/conducied by the Hoapital on the
pationt, is based on the srrangement between the patient & the HospRtal, and is in no way Influenced by Koshika Foundation. Hence, the Hospital will
assume sole & compiata responsibility of the troatment & i's outcome & safety of the patiant, and Koshika Foundation will have no role o¢ responsibility
n the matier.
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