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DECLARATION by APPLICANT. sidesr g wivwy ¥3:

1) | haveby confirm that all detalls in s Foem are Trus @0 the best of iy knowlsdge Any false sisiement will randes my Application & ongoing asaistance. If any,
liabia for rejecion/cancetation

2) | solermsly condtm that sssistnnce, i recerved from Koshika Fouridation, will be used enly for the "purpose”. as stated in this Farm, for which such assistance

was raguesied by me.

3} | haraby confien thal | have rol & will not in lubure, avall of mimbursement. in pan of in lul, from any other sourcelemployecinsurance company., of the amount

for which this sssisiance is requested.

1) & e wom € o v e § el ok wndt fewon A wrent o s W w W b ol o feen o wes s o wm | @ we S o) w oaed b

1) # g o e wfy “sifres Wbt @ o w o §, s T weh wtn ot o o fied fem amim, @ e F W o b

1) # ofie s f B fen oo 0w omds ¥ o T o @ wiee W eew e Sl s dafrtwsdm el @ 0w e sl 3 o ofes § d

AGREEMENT by APPLICANT | smis g %0t

1) By affiung my gignature or thumb impression on s Form, | (Appiicant) hersty agres & suthorise Koshika Foundation and it's Trustoes to
usppublmh/put-up/reprotduce my name, address, photo & detals of the “purpose”. lor which such assisiance is requesiedigranted, through any
mecym, nciidng bul nol limiied to verbal, pint, slectronic, for soliciing donations lor Koshika Foundation and'or dissaminaling information aboul It's
actidies/achievements. Such uss ol my photo & details can be made by Koshiki Foundation before or afier my treatment or Ruilfiiment of the “purpose”
for which assistance s besng reqguested

2) | [Apploant) lurther agree that any such use of my name, address, photo & detnils of the “purpose”, for which such assistance is requestedigraniad,
will mal utomatically entithe me for receiving or continuing the said sssistanca. The decision lor granting and/or continuing the assistance will rest sohely
with Te Trustees of Koshia Foundation, and their decigion (s this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (7=ms gm =11}
By affixing hereunder. signatuse of oul Authorised Signatory lod recommending this casa/palient lor financial assistance from Koghike Foundalion, we
(Hospital) heretry affirm & accest lollowing:
1) that we nelther are presantly non will in fiuse svall of fnancial assistance from another NGO or any other source, for the same patientcase, as we &
reguesting o get from Koshika Foundation, to the extent that swch assistance ks granted by Koshika Foundation. |f the requested assislance & not granied
by Koshika Foundafion, in par or in full, than the Hospital reserves it's nighl lo make up the shortfall flom another NGO or any other source. Thi
confrmation essentially states thal the Hospital will not avall any duplicate sssmiance fof the same pallent/case from any cther NGO or any oiher source
2) Tha sssistance from Koshika Foundation i only financsal in naturz. The choice of ths reatmentiprocedure advised/conducted by the Hospital on the
patient, m hassd on he amangsment betweon the patlent & the Hospital. and |8 in na way influenced by Koshika Foundation. Hance, the Hosgtal wil

assumo sola & compiote responuibility of the treatmant B it's outcome & safety of the patient. snd Koshiks Foundation will have no role or responsibiity
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