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DECLARATION by APPLICANT, 30T T Whewy wr;

1) | heseby confiem that af detals in this Foem ace True to the best of my knowlodge. Any false statoment will render my Application & angoing assistanca, If any.
hable for rey

2} | sotamnly confem that assiatance, ¥ received from Koahika Founcason, wil be used only for the “purpase”, as stated in this Form, for which such assstance

was roguested by me,

3) 1 roroby confirm that | have not & wit not in future, avall of rembursement, in pan or in full, from any other source’employeriasurance compary, of the amount
for whuch thes assistance is requested
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1) Ly aflinng my signabure of thumb imoression on this Form, | {Apolicent) hereby agree & authorise Koshika Foundation and It's Trustees to

usepubishiput-upireproduce my name, addness, photo & cetalls of the “purpase”, for which such assstance Is requesiodigranted, theough any

mogam, including But not Emied to verbal, print, electrenic, for soliciting donasions for Koshika Foundation andice disseminating in‘ormation about X's

achbes/achiavements. Such use of my photo & detais can be made by Koshika Foundation before o after my treatment or fuifiment of the “purpose”

for which assistance is being requested.
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with the Trustees of Koshika Foundation, and their decision is this rogasc wit be final and acceptabie 1o me,
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AGREEMENT by HOSPITAL (wwme oo wT1)
By affiding hereunder. signature of cur Authorised Signatory for recommending this caselpationt for financial assistance from Kashia Foundation, we
(Hospital) heredy affrm & accept folowing:
1) that we neither are presandly nor will in future avail of financai assisiance from another NGO or any other source, for the same patestcase, 35 we are
requosting 3 get from Koshika Foundation, 10 the extant tiat such assistance is granted by Koshika Foundation Il the requested assistance is not granted
by Koshika Founcation, in part o¢ In full, then the Hospital reserves A's right o maie up the short'all from ansther NGO or any other scures. This
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2) The assistance from Keshika Foundation is oniy financial in nature. The choice of the treatment/peocedure advisediconducted by the Hospital on the
patient, is based on the amangomont botween the pasent & the Hospital, and is in mo way influonced by Koshia Foundation Henmce, the Hospal wil

assume sole & complete responsibiity of the roatment & i's outcome & safety of the patient, and Koshika Foundation wil have no role or responsibiity
in the mattes
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