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DECLARATION by APPLICANT: Sw® &1 Wyon

1] hereby confinm that all deftalls in this Form are True 1o the bast of my knowledge. Any false statoment will render miy Applicalion 8 ongoing assistance, if any,
fiable for rejection/canceliation,

2] I solemnly canfirm that assistance, if received from Koshika Foundation, will be usad only for the “purposa”, as stated In this Farm, for which such aseistance
was requested by me

3] | ey confirm that | fave pot & will not in future, avai of reimbursament, in part o in full, fram any other sourcelemployarinsurance company, of the smoum
I which this azsistance is requested
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AGREEMENT by APPLICANT (s gm i)

1] By affixing my signature or thumb impression on this Form, | {Applicant) heraby agree & authorise Koshika Foundallon and It's Trustess 1o

use/publishipul-upireproduce my name, address, photo & detalls of the “purposa”, for which such assistance is requested/grantad, trough any

madium, including but not limited to verbal, print, electronic, for soliciting denations for Koshika Foundation andler disseminating information about s

activides/achievements. Such use of my pholo & detalls can be made by Koshika Foundation before or afier my treatment or fulfiment of the “purpose”
for which assistance s being requesied.

2} | {Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance |s requested/granted,
will not aulomatically entitie me for recelving or continuing the sald assistance. The decision far granting andor continuing the assistance will rest solaly
wilh the Truslees of Koshika Foundation, and their decision is this regard will b final and acceplable lo me
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AGREEMENT by HOSPITAL (& M %ar)

By aflixing hereunder, signalute of our Authorised Signalory lor recommending this casa/patien for firancial assistance from Koshika Foundation, we
[Hospital) hareby affim & accept fallowing:

1) that we neither are presently nor will in future avail of finencial pasistance from another NGO or any othar source, for the sama patient/case, Bs we ara
requasting to gel from Keshika Foundation, to the extent that suech assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves il's right to make up the shortfall from ancther NGO or any other saurce. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source
2} The assistance from Koshika Foundation is only fingncial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
palient, s based on the amangement betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hanca, the Hospital wil

assume sola & complate responsibility of the treatment & it's outcome & safaty of the patient, and Koshika Foundation will have no role ar responsibiliby
in the malter
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