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DECLARATION by APPLICANT; 3dxw o W wn;

1)1 hereby confem that ol detals in this Ferm are True 10 the best of my knowiedge. Any faise statement will render my Appication & ongoing assstance, if any,
bable for rejaction/cancelation.

2) | scsomnly confem that assistance, If recetved from Koshika Foundation, will be used onty for the “purpose”, as stated in this Form, for which such sssistance

Wi roquesied by me.

3) | nareby confirm that | have not & wil not in Ature, avad of reimbursement. in part o in full, from any other sourcalempioyacinsurance company, of the amount
for which this pssistance la requesiod.
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AGREEMENT by APPLICANT (3Wce D0 %UT)

1) Ly affong my signature or thumd impression on this Form, | (Appicant) hereby agree & authonise Koshia Foundation and It's Trustees 1o
usepubishipul-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranied, through any
mecum, inchuding bul not lenied to varbal, part, elecironic, for soliciting donations for Koshika Foundaticn andlor disseminatng information about s
acunbes'scnevements. Such use of my photo & desais can be made by Koshica Foundation before or after my treatment or Ruifiment of the “purpose”
for wiich astistanoe is being requosted.
2) | [Apphicant) furiher agree that any such use of my name, address, photo & detaiis of the “purpose”, for which such assistance Is requestedigranted,
will not automaticaly entitio me 10¢ recelving or continging the said assistance. The decision %r granting andior continging the assistance wil rest soledy
with the Trestees of Koshika Foundation, and their decision is this regard will be final and accepiabie to me.
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APPLICANT'S SIGNATUREOR LEFT THUME IMPRESSION :
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AGREEMENT by HOSPITAL (yiume ou wut)
By sffing hereunder, signature of our Authonsed Signaicry for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:
1) that we nelher are presently nor will in future avasd of financial assistance from another NGO o aay other source, for the same pationticase, as we are
requesting to get from Koshika Foundation, 1o the extant that such assistance is granted by Xoshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 10 make up the shortfall from ancther NGO or any other source. This
confirmation essentially states that the Hospital wit not avall any dupicate gssistance for the same patienticase from any other NGO or any oier source
2) The assistance from Koshika Foundation is only financisé in nature, The choice of the troatmentiprocedure advisediconducied by the Hospital on the
patien?, is based on the arrangement betwean the petiant & the Hospital, and is in no way infiuenced by Koshika Foundation. Hence, the Hospitsl wil

assume sole & complete responsibiity of the treatment 4 it's outcome & safety of the patient, and Keshika FoundaSion will have no role or responsidiity
1 1he matter.
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