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DECLARATION by APPLICANT: Sy g sty s

1)'| heraby confirm that &ll details in this Farm are True 1o the best of my lmowledge. Any false statament will render my Application & ongoing asskstance, itany,
|imbie for rejsotion'cancellstion.
2} | golamndy confirm that assistance, I ceved from Koshika Foundation, will be usad only for the-“purpose”, ae siated in this Form, for which such assastance

was requasied by me.

3) | hereby -oonfirm that | haye not & will not in futues, avall of imbursement, in part or in full, from any other source/employerinsurance company, of the amaount
for which this essiEstance |y reg. st
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1} By affuing my signature or thumb imprssion on this Form, | (Applicant) heseby rgree & aulhonse Koshika Foundation and i's Trustees 1o
use/phiblishiput-upirepriaduce my mame, sddress, photo & detsils of the "purpose”, lor which sUch assistance is requestedigrantod, through any
medium, inclusing but not Umiled 1o verbal, print, electronic, for saliciling donatons for Koshika Foundation andior disseminating information about if's
nctivilieslachigsgments. Such v of my pholo & detsls can ba made by Koshika Foundation beore of after my treatment or lulfilment of the "pumpose”
far which assistance s being eouesied.

2) 1 {Appicant) turther agrae that any such use of my rame, address, pholo & detallts of the “purposa®, for which such assistance is requosted/granted,
will not aulomatically entitle ma for recaiving of continuing the said assistance. The decision for granfing and/or continuing the assistance will rest solaly
with the Truatees of Koshika Foundation, and thair decision is this fegard will bé final and acceptable to me.
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AGREEMENT by HOSPITAL | wromms mo wmt)

By affoung hereunder, signature of our Authonsad Sigratary for recommanding Ihis case/patient for linsnoial assistance from Koshika Foundatian, we
{Hospital) hareby affirm & accepl following:

1) Ihiat we- nesthes are presently nos will In future avail of finanicial assistance from anolbar NGO or any other solrge, for the same palienticase, as we arn
requesting 1 gel fram Kushika Foundation, to the sxtent that such assistance is granted by Koshikae Foundation. If the requested assistance is not grantsd
try Koshika Foundstion, in part or |4 fUll, then the Hospital reserves It's right to make up the shartfall from anothar 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 ather NGO or any other source.
2) The assistance lrom Koshika Foundallon is onfy finahcial in nalure, The choice of the reatmentprocedure advisad/canducted by the Haspital an the
pillient, (s based on the arrangament befween the patlient & the Hospital, and fs In no way influsncasd by Koshika Foundation, Hence; the Hospital will
assume ol & complele responsibility of the reatment & Il's oulcome & safety of the patignt, and Koshika Foundatlon will have no role or responsibility
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