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DECLARATION by APPLICANT: smiew gm1 s o,

141 heraby confiem that all detalls in ihis Foim aro True io the begt of my knowiedge. Any faiss stalament will render my Apglication & ongoing sssistance, if
llabile for reisction/eanentiztion.

2} 1 solemnly confirm that assistance, IFrecatved from Koshiio Foundatlon, will b ysed only for the “purposs”, as stated in this Form, for which such assistance

Wil requented by ma.

3) ¥ heriaby confirm thal | fuve not & wil nat in fulure, avall of reémbursamant, in Pt o7 in full. from any other sourcelemployes/insurancs company, of the amount

for which this nssistance |5 requented,
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¥) By afficing my sigratun or INums Impressian on ihis Farm, I (ApElicant) hersby agree & authoriss Koshika Foungation and ii's Tristoes 1o
use/publishiput-upimproduce my name. address, phols & detsils of the “purposa”, for which such asakstance is requestedigranted, through any
medium, including but not limited to verhal, print, slectrenic, for soliching denations for Koshika Foundation andior disssminating information about t's
achvibeslachiovements. Such use of My phote & detalls can be mads by Kovkiks Foundalien before or afler my trestment or fulfiment of the “piirposs”
lor which assistance is bing reguesiod.

2} [Applicant) hinher syras thal Ay BHEh Uk of my narmie, addiess, phata & detalls of the “purpose” for which siich assistance is 4
will not aulomaticatly antite me for receiving ar conlinuing the sakd assistanca. The decision for ranting andior continuing the assistance will est solaly
with the Trustees of Koahika Foundation, snd their decislon in this regard will be-final wnd scoaptabio to me.
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AGREEMENT by HOSPITAL | pemm B )

By alfixing hereunder, signaturs of sur Authorised Signatory for recommending this cassipatisnt for financial assfstance from Koshika Foundation, we
(Hospital) haraby affirm £ accepl 3

1} that we neither arg presently nar will Ih Ruturs avall of financial assistance from anolher NGO o m; other sauirce; for the sama pationticase, as we are
requesting th gal from Keshika Faundation, to thi sxtent thal such aesistance Is granted by Kouhika oundation, If the requested assistancs is not granted
by Kashika Foundation, in part of n fidl, then the Hoepital reserves if's right lo maks up the shartfall from anather NGO or-any other sourcs. This
confirmation essentlally stales thot the Hospital will not svall any duplicats assistance for tha same petient/case from any other NGO or any other sourca.
2) The assistznce fram Koshika Foundatien is anly financial in nature. The cholcn of the reatment/procedure advisodiconducted by the Hospital an the
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