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DECLARATION by APPLICANT. i DU &y Sv; -

1} | hereby confirm that af cetals in this Form are True o the best of my knowiedge. Any false ststament wil render my Appication & cngoing assistance, If amy,
table for rejection/canceliation

2) | solomndy confirm that assistance, ¥ received from Koshika Foundation, wil be used only for the “purpose”, 35 $210d in this Form, for which such assistance

Wi roQuosied by me,

3) | rercby confirm it | have not & wilf not i future, avail of rembursement, in pant or in full, from any other sourcelemployeninsurance company. of the amount

for which s psSRIaNce I8 requestiod
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1) Uy sffxing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshike Foundation and I's Trustees 1o

uso/publishiput-upireproduce my name, address, photo & detalls of the “purpese”, for which such assistance is requestedigranied, through any

meciam, including but not limited ta verbal, pamt, electronic, for $oiciting donatsons for Koshika Foundation andior dissemingting information about iUs

achwbas/achiovements. Such yse of my photo & dutals can be made by Koshika Foundation before o after my troatment or fulfimant of the “purpose”
for wiech assistance is Deing roguested

2) | (Apphicant] further agree that any such use of my name, acdress, photo 3 detalis of the “purpose”, for which such assistance is requestedigranted,
Wil not sutomaticaly eniie me for recolving Or continuing the sald assistance. The decision for granting andor continiing the assistance will rest solely
with the Trusiees of Koshika Foundasion, and their decision Is this regard wit ¢ final and acceptabie 1o me
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AGREEMENT by HOSPITAL (vi=m# o0 wT3)
By afixing hereunder, signature of cur Authorised Signatory for recommanding this case'pationt for financial assistance from Koshika Foundation, we
(Hospital) heseby affirm & accept foliowing:
1) that we neither are presently nor will in future avall of financial assistance from another NGO or ony other scurce, for the same pationticase, as we are
requesting 1o got from Xoshika Foundation, 1o tha extant that such assistance is granted by Koshika Foundation. If the requesied assistance is not granted
by Keatska Foundation, in part or in full, then tha Hoapital reserves It's right 10 make up the shortiall from anothar NGO of any other source. This
confirmation essenlially states that the Hospital will not avadl any dupiicate assistance for the same patienticase from any cthor NGO or any other source
2) Tha assistance from Koshika Foundation is only financial i nature. The choice of the trestmentiprocedure advised'conducted by the Hospital on the
patient, is based on the armangement betwesn the patiant & the Hospital, and is In nd way influenced by Koshika Founcation. Hence, the Hospital wil

assume soke & complete responsibiidy of the treatment & ¥'s cutcome & safely of ine pasent, and Koshika Foundation will have no roie of responsiblity
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