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DECLARATION by APPLICANT: siiew o s o3

11| hetedyy confirm thal ol detals in this Form ate True 1o the best of my knowledge, Any false stalement will render my Application & ongoing assistance, i any,

2) | solemnly confirm that assistance, if received from Koshiks Foundation, will be Used anly for the “purpose”, as stated In this Form, for which such assistance
was requasted by me

3} 1 hereby confirm Mal | have not & will not in Riture. svedl of rembursement, in part or in ull, from any other sourcelemployer/insurance company, of the amount
for which this assistance » requesied
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AGREEMENT by APPLICANT [ sues g 07)

1) By affwng my signatune or thumd impression on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and i's Trusioos to
use‘pubiishiput-upreproduce my name, address, photo & detalls of the “purpose”, for which such assistance bs requestedigranted, through any
medium, incleding but not Imited to verbal, prinl, slectronie, for soliciting donations for Koshika Foundation and/or disseminating infarmalion about it's

Bctivition‘achiovements. Such use of my photo & details can bo made by Koshike Foundation bafore or after my treatment or fulfiimant of ihe “purposs”
for which assisinnce s being requesied.

2} 1 (Appiicant) further agros thal any such use of my name, addross, pholo & dotalls of the *purposs’, for which such asslstance s requesied/graniad,
will nol gutomatically entitle ma for receiving or conlinuing the sald sssistance. The decision fior graniing and'or confinuing the assistance will rest salely
wilh the Trustees of Koshika Foundalion, and thelr decision Is this regand wil be final and accoptabie to me
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By affixing heroundar, signatur of our Authorisad Signatory for recommending (his case/patient lor financial assistancs from Kashika Foundation, we
(Hosplial) hereby afirm & accept following:

1) thal we neithar are pressndly nor Wil in future avall of fnancial assistance from another NGO or any olher sourca, for the sames pallent/cess, a3 we are
reguasting to get from Koshika Foundation, to the exient that such assistance is mﬂhhﬂh?«mﬂﬁmﬂhmmumw
by Koshika Foundafion, in part o in full, then the Hospital nesarves [t's right to make up the shortfall from another NGO or any other source. This
confirmation sssentially states thal the Hospital will nat avall any duplicate assistance for the same patient/casa from any other RGO or any olher source,
2) The sesistance from Koahika Foundation s only Brancial in natuse. The chalce of (he lrestmentiprocedurs advissd/conducted by (he Hospital on the
patianl, ia bassd on the srmangement betwean the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hance, the Hospital will
assume sole & complete responsibilly of the treatment & Il's outoome & safety of tha patient, and Koshike Foundafion will have no mile o responsibility
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