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DECLARATION by APPLICANT woiew DU whym w1, i)

1) | horely confiem that all Jetais in Sis Form are True (o e best of my imowiadge. Any fatse statement will render my Appiication & ongoing assistance, If any,
fabie %or rejecion’canceilston

41 | sclemnty confle Bt assatance, ¥ racolved from Kostika Foundation, will be used only for the "purpose”, s stated in this Fom, for which such assstance

WES reQuested by me

31 | harety confems Bt | have rot & will not n future, aval of reimbursament, in part o i Aull. fom any other wurcasmployerinsurance comparry. of the amount
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1} By afixing my signalure or thumb impeession on this Form, | (Appicant) horedy agree B suthorise Koshika Foundation and &'s Trusiees 1o
@e/pubishipat-uplroproduce my name, address, photo & details of the “purpose”, for which such assistance is requastedigranied, threugh any
madium, includeg but not imied 10 verbal, print, sloctronic, for saliciting donations for Koshika Foundation andior disseminating information about £'s
activiies'achievements. Such use of my photo & details can be made by Koshia Foundation befors or after my eatment of fufiiment of the “purpose”
for which assistance s Deing requesied

211 (Apphcant) further agroe that asy such wie of my name, address, pholo & detalls of the “purpose”, for which such assistance |s requestod/granted,
wil not automatically entiio me for receiving of continuing the said assistance. The decision for granting andior continuing the assistance will rast sclaly
with the Trustees of Keahika Foundaton, and thak: decison is this regand will be final and acceptabie 1o me
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AGREEMENT by HOSPITAL (¥smm H0 %)

8y alfiing hereunder, sgnature of our Autherised Signatory for recommending this case/patient for Snancal assistance fom Koshika Foundaton, we
(Hospits’) hereby offime & accept following: e

11 ¥at we noither are grasantly nor will in future avall of Tmancial assistance from another NGO or any other source, lor the same polient/case, as we 8o
reguestng 1o get from Koshika Foundation, 1o the axtent that such assstance is grantad by Koshia Foundasion. If the requestod asssstance is not granted
by Xoshixa Fousdation, in part or in full, then the Hospital reserves It's right 1o make up the shortfall from ancther NGO or any other source. This
confrmaton exsentially slatos (hat the Hospital will not aval any duphicate sssistance for the same patienticase from any ather NGO or any omer source.
2] The assistance from Koshika Foundation is only financial in nature, The choice of Bha treatmantiprocecure advisediconducted by the Mospital on the
patant, s based on the armangement botwesn (he patient & the Hospital and is in no way influenced by Koshika Foundation, Hence, the Hosaital wis
sssume sole & complets responsibility of the treaiment & ¥'s outcome & safety of the patient, and Koshika Foundation will have no role or responsiblity
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