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DECLARATION by APPLICANT: STdvs 50 wew va:

1} | heroby confim hat 9i Cotals in this Form are True 1o the best of my knowledge, Ay faise stalement will rendier my Application & ongoing assistance, If any,
Sable for rejection/cancedation.

2} | solomnly confirm that sssistance, ¥ received from Koshika Foundation, wil be used only for the “parpese”, as stated i this Form, for which sixch assistance

Wity roquessod by me.

3) | hereby confirm Mat | have not & will not in future, svadl of rembursement, in part o in full, from ary other scurcalempioyseinsurance company, of the amcest

for which this assistance is requested
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AGREEMENT by APPLICANT (siow pm w1T)

1) Ly affiong my signature of thumb impression on this Form, | {Appicant) haredy agree 3 authorise Koshika Foundation and It's Trustees to

uso/puUbishiput-upireproduce my name, acdress, photo & dotails of the “purpese”, for which such assistance is requesiedigranted, through any

mecum, including but not limited 1o verdal, print, electronic, for soliciting donations for Koshia Founcation and/or disseminating information about it's

actmbes/achievements. Such use of my photo & detals can be made by Koshika Foundation before or afer my treatment or fulfiiment of the “purpese”

for which assistance is being requested.

21| (Aoplicant) further agree that any such use of my name, address, photo & details of the “purpesa”, for which such assistance is requesiedigranted,

will not sutomaticaly entitie me for receiving o continuing the said assistance. The decision for granting andioe continuing the assistance will rest solely

with the Trustees of Koshika Foundasion, and thair decision is Ihis rogard will be final and acceptable 1o me
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AGREEMENT by HOSPITAL (wimm o0 %T0)
By affing hersunder, signature of our Autherised Signatory for recommaonding this casadpatient for financal assstance from Koshika Foundation, we
{Hospital) heceby a%sm & accept foliowing:
1) that we noither are presently noc will In future avall of financial assistance from another NGO or any other source, for the same patienticase. 88 we are
requesting 1o get from Koshika Founciation, 10 the axtent that such assistance is granted by Koshika Foundation. If the requestad assistance is not granted
by Koshika Foundation, in part of In full, then the Hospital reserves it's right 1o maka up the shontfall from ancther NGO or any other source. This
confirmation essentially states that the Hospital will not avad any duplcate assistance for the same patienticase from any other NGO or any other source
2) The assistance from Koshica Foundation is only financial in nature. The cholce of the treatmentiprocedure advisediconductad by the Hospital on the
patient, is based on the arrangemont betwoon the pationt § the Hosptal, and is in no way influenced by Xoshika Foundation, Hence, the Hospital will

assume sole & complote responsibility of the treatment § &'s oulcoms & safety of the patient, and Koshika Foundation will have no role o¢ responsibility
in the matter,
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