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DECLARATION by APPLICANT: wiiws gm W vy

ﬁmmmuun-humeTuwu best of my knowledge, Any lalse statoment will render my Application & ongolng assistance, Il any,

2) | solomnly confirm that sasistance, if recaived from Koshiua Foundation, will be used anly for the “purpose”, as stated in this Form, for which such assistance
wias requesied by me.

3) | hareby confirm Siat | have not & will not in lutute, avall of reimbursement, in part o in Iull, from any other sourca/smployerinsurance company, of the amount
for which tis sssistance & requested
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1) By aMfming my signatur or thumb impression on this Form, | (Applicant) hereby agroe & authorise Koshiks Foundation and s Trustoos to
use/publishipul-upreproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requastedigrantod, through any

mrdium, including Bul nol limited o vertal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's

sofhvitles/achievements. Such use of my pholo & details can be made by Kowhiicn Foundation before or after my rostmant or fulfiment of Ihe “purpose”
for which assistance is being requesied.

2} (Applicant] further agree that any such use of my name, address. photo & dotalls of the “purpose”, for which such sssstance s requestedigrantad,

wiil fol sutormatically entithe me for receiving or continuing the sald assistance. The decision for granting sndior continuing the sssistance will rest soialy
with tha Trustees of Koshika Foundation, and their decision Is this regard will be final and acceptuble to me.
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AGREEMENT by HOSPITAL (wwmom gm %)
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(Hospital) hereby affirm & accepl foflowing:

1) thal we naither are presently nor will in fuluse avadl of financial assistance from anather NGO or any ofher source, Tor the sams patisnl/cass, Bl we ore
reguosting o gel from Koshika Foundation, 1o the extent thal such assistance is granted by Koshike Foundation, If the requesisd assistancs is nol graniad
by Koshika Foundation, in part of in full, then the Hospital resenves s right to make up the shorifall from another NGO or any olher source, This
conflimation essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source.
1) The assigtence from Koshika Foundation is anly financial in nalure. Tha chilce of the treatmentiprocedure sdvised/conduciad by the Hospial on tha
patient, is bised on the srrangement batwesn the petlent & the Hospital, and bs In no way Influsnced by Koshika Foundation. Henca, the Hospital will

assume sole & complete responsibility of the treatment & i's outcomes & safety of the patienl, and Koshika Foundation will have na role of responsibility
in the matie:
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