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DECLARATION by APPLICANT. amies Tm wives oW,

1) | neretry confem tal all detads in his Form e True 1o the best of my knowledge . Ary faise statoment will render my Application & ongoing assistance. il any,
lishle for rejectionicaroesliafion

2] | solermnty cenfirm that assistance, if received from Koshikn Foundation, will be used only for tha "purpose”, as stated in this Form_ for which such swsistance

wis requested by me

3) | heraby confiom that | have not & will not in future. avail of reimbursemaent. in par or in full, from any other source/smployse/insurancs company. of the amount]

Tor which His sssisience s requssied
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1) By affiung my signatuce of thumb impression on this Farm, | {Applicant) heretry agres & aythorise Koshika Foundation and i1's Trusiees to

us/publishiput-upireproduce my nama, address, pholo & details of the “purpase”, for wheich sdch assistince is requasted/gfanted, through any

madium, including bul not mided 1o verbal, print, slectrong, for soliciting donations for Koshike Foundation and/or disseminajing information about if's

activiies/achievements. Such use of my pholo & detalis can be made by Kos'ka Foundation betore or after my treatment or fulfiiment of the “purpose”

for which assistance & birg mquisted

2) | {Apphcant) furiher agree that any such use of my name, address, photo & detadis of the “purposs”, Tor which such assistance is

will nol aulomatically entitie me for receiving or continuing the sald assistance. The dechon for granting and/or continuing the assstance will rest solely

with ihe Trusiess of Koshika Foundation, and their decision is this regard will be inal and accaptable 1o me.
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AGREEMENT by HOSPITAL (wromsy gm W)

By afining hareunder, sonalure of our Authonsed Signatory for recommending this casaipatient for finsncial sssistance from Koshie Foundation, we
(Hospital) hereby a=irm & accept following:

1) that we nedhar are presantly nor will in future avall of finencial assistance from anolher NGO or any ofher source, for the same patienticase, B we am
requesting 1o got from Koshika Foundation, to the extient ihat such assistance s granied by Koshika Foundation, if the requesied assistance s nol granted
by Keshike Foundasion, m part o in full, then the Hospital reserves if's right to meke up tha shortfall from another NGO or any ofher source. This
confiemation essentally siales thal the Hospital will nol avall any duplicate assisiance for the same patient/case from any other NGO or any other suurce.
2) The essistance from Koshika Foundation i only financial in nature. The choice of the reatmeantprocedure advisad/conducted by the Hospilal on the
patient, s based on the arangemeont betwaen the patisnt & the Hosplial. snd i in no way influenced by Koshiks Foundation. Hence, the Hospital wil
assume sole & complete responsibiity of the reatment & iU's culcome & satety of the patient, and Koshiks Foundation will kave no role or responsbility
in the matier.
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