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DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)

1)l have requested financial assistance from Koshika for treatmentfsurgeryimedical intervention for memwho :’s#elated to
meas.. 0. Ifurther confirm that | amlegally authorised to make this declaration & below-mentioned ‘Agreement’ on

ongoing assistance, if any, liable for rejection/cancellation,

3)1 solemnly confirm thatassistance, if received from Koshika Foundation, will be used only for the ‘purpose”, as stated in this Form),
for which such assistance was requested by me.

4) I hereby confirm that | have not & will not in future, avail of reimbursement, in partorinfull, from any other source/
employer/insurance company, of the amount for which this assistance is granted by Koshika.
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AGREEMENT by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)

1) lagreeto arrange my own funds for any follow-up treatment, if so required

name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any medium,
including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andiordisseminating
information about it's activities/achievements. Such use of the patient's photo & details can be made by Koshika Foundation
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AGREEMENT by HOSPITAL / DOCTOR  &feftes /S &RT STy

By affixing hereunder, signature of our Authorised Signatory for confidential of this case/patient for financial assistance from Koshika
Foundation, we (Hospital / Doctor) hereby affirm & accept following:

1) That we neither presently nor will in future avail of financial assistance from another NGO or any other source, for the same
patient/case, to the extent that such assistance is granted by Koshika
Foundation. If the said assistance is not granted by Koshika Foundation, in part or in full, then the Hospital reserves it's
right to make up the shortfall from another NGO or any other source. This confirmation essentially states that the Hospital will
not avail any duplicate assistance for the same patient/case from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted
by the Hospital/Doctor on the patient, is based on the arrangement between the patient & the Hospital, and is in no way
influenced by Koshika Foundation. Hence, the Hospital/Doctor will assume sole & complete responsibility of the treatment & it's
outcome & safety of the patient, and Koshika Foundation will have no role or responsibility in the matter. The Hospital/Doctor
agrees to indemnify Koshika Foundation from any adverse outcome, quality claims & claims on account of medical negligence

etc, in course of carrying out the treatment/surgery/medical intervention for which financial assistance is granted by Koshika
Foundation.
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