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DECLARATION by APPLICANT. smdes pu Wy ¥x;
1) 1 horeby confern that ail detads in s Form are True to the best of my knowledge. Ay false statemnent will render my Application & ongoing assistance, f any,
Nabie for

rejechonicancelaton.
2) | schemnly confirm Tt assistance, If recoived om Koshika Foundation, wil be uasd anly for 1he “purpase”, 8s stated In s Form, for which such sssistance

was reguesied by me
3) | hareby confiern thal | have not & wil not in futuce, avad of rembursement, i part o in full, from any other sourca/amployecfinsurance company, of the

for which ths asalstance Is requesiod.
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useipubliashiput-wpireproduce my name, address, photo & detals of the “purpose”, lor which such assisiance is roquested/granted, through any
mecum, iIncluding but not lented 10 verdal, pred, electronic, for soliciing donations for Koshika Foundation and/cr dissemmnating informaton sbout if's
acivities/achievements Such use of my photo & dotails can be made by Koshia Foundation bedore or afier my treatmant or fulfiment of the “purpose’
for which assistance 5 Doing requesiod,

2) | (Appiicant) further agree that sty such use of my name, dddeass, photo & ouladds of the “purpose”, for which such assistance is requestedigraniad,
will not automatically entiie me for recehving o conlinuing the sald assistance The decision for granting andlor continuing the assistance wil rest solely
with ihe Trusices of Koshika Foundetion, and thelr decision is this regard will be final and acceplable o me.
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AGREEMENT by HOSPITAL (vwsow® DU w00

By afxing hereunder, of our Autharised Signaslory for recommending tis casa/paient for financial assistance from Koshika Foundation, we

(Hoapital) hereby afirm & accept following:
1) that we neither are presenlly nor will In futire avall of financial sssistance from another NGO or any other source, or the same patienticase, 25 we are

requesting 1o get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If the requested sssistance is not granted
by Koshika Foundadon, in part of in Aull, then the Hospital reserves IUs right to make up the shortiall from another NGO or any other source. This
confirmation essentially states thal the Hospltal will not avad aery duplicale assistance for the same patienticass from any ofher NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the troatment/procodure advised/conductod by the Hospital on the
patient, is based on the amangement batwoen tha pationt & the Hospital, and is In no wary Influencad by Koahika Foundation. Hence, e Hospital wilt
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