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DECLARATION by APPLICANT: 37i#Cs pa Wive wi:
1) § herelry confem Sat all detals in @is Form are True (0 he best of my knowledge, Asy false statement will ronder my Application & ongoing assstance, if any,

$a%io for rejecson/cancelation.
2) | solesredly confiren Bl assistance, If received front Koshika Foundation, will bo used anly for the “purpose”, as stuled in Dis Form, for which such assistance

w23 requested by me,

3) | hetely confum that | have not & wit not In future, avall of reimbursement, in pant o in lul, from any other sourcefemployerfasurance company, of e

for which this pasistance is requesied,
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1) By affixing my sigrabure ¢ Uhund (mpression on ihis Form, | (Applicant) hereby agree & suthcrise Koshika Foundation and I's Trustees 1o

use/pediahput.uplieproduce my rame, address, photo & details of the “purpose”, for which such sssistance is requestodigranied, through any

medum, inciudng bul not imited to verbal, prink, electronie, for sclicting donations for Koahia Foundaticn andlor disseminating information about I's

acinitiet/schiovements. Such use of nvy phota & detals can ba made by Koshita Foundation before or afier my treatment or Kifiment of the “purpose”

for which 25sistance 3 boing requesied,

2) | (Apphizand) further agree thal any such use of my name, address, pholo & cetals of the “purpose”, for which such assistance is requestedigranted,
will not atomalicaly enlitle me for recolving of continuing the said assistance. Tho decision for grasiting andler confinuing the assislance will rest soledy
wilth the Trusieos of Kashika Foundation, and their decision is INs regard will be final and acceptabla o me,
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AGREEMENT by HOSPITAL (Y&t DU %T7)

Dy alfixing hersander, signature of cur Aulharised Signatory for recommending Ihis casa/patient for financial essistance from Koshika Foundation, we

(Hozpital) hereby atfimm & accep! following:
1) that we neither are presenty nor will in future avail of fnancisl assistance lrom anciher NGO of sy alher source, for the same patient/case, as we are

requasting 1o get from Koshika Feundation, (o the axtond that sech assistance is granted by Koshika Foundstion. Il the requested assistance s not graniad
by Koshia Foundation, ¥n part of in 1, thon the Hospital reserves Ifs right 1o mako up tha shortlall from anather NGO or any othor source, This
confimation essentially states that the Heapital will not avad sny duplicate assistance for the sama palfenlcase froen any other NGO or any olher source.
7) The assistance from Koshika Foundalion 13 only financial in nature. The choica of the Featmontprocodure advisod/conducied by the Hosgital on the
patient, is based on the arrangemant batwasn the patient & the Hospal, and is in no way influenced by Koshiks Foundation. Hence, the Hospital wil

| a3ume sol0 & complete responsibiity of the treatment & s cutcome & salety of the patient, and Koshka Foundation will have no role of responsidiity
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