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DECLARATION by APPUICANT: snlee g0 wiven ¥

1) | noredy confire that sl dotalls in this Form are True 1o the best of my knowiedge. Any falso staloment will render my Appication & ongoing sssistance, # any,
for rejecticn/cancoliation,
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s foquested by me.

3) 1 haraby confiem that | hisve not & wil not in future, avail of remdursement, in pant or in full, from any cther sourca/employarinsurance comparny, of the amount
for which this essistance is requostod.
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AGREEMENT by APPLICANT (5w B0 %00

1) Ly affixing my signature or thumb impression on this Form, | (Applicant) haredy agree & authonse Koshika Foundation and I's Trustees to
usopublishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted, ihrough any
meaum. including but not limited 1o verbal, prink, electronic, for soliciting donations for Koahika Foundation andlor disseminating information about K's
activtms/achiovomants. Such use of my photo & detalls can be made by Koshika Foundation before or aflor my treatment or fulfilment of the “purpose”
for which assistance is baing requested,

2) | (Appicant) forthor agree St any such use of my name, sodress, photo & detalis of the "purpese”, for which such assistance is requestedigranted,
wil nol susomatically entitle me for recoiving or continuing the 8 assistance. The decision for granting andior continuing the assistance will rest sclely
with the Trustees of Koshiks Foundation, and thair desision is ™is ragard will be final and acceptabia to me
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AGREEMENT by HOSPITAL (Ve o0 ®T0)
By a*dng hereunder. signature of our Authonsed Signatory for recommending this casa/patient for finsncial assiatance from Koshika Foundation, we
(Hospita!) haredy affiem & accapt following:
1) thiat we neither are presently nor will in future avall of financial assistance from another NGO o¢ any other source, for the same patienticase, as we are
requesting to get fom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requesiod assistance ks not granted
by Koshia Foundasion, In part or In ful, then the Hospital resarves it's right 1o make up the shortfall from ancther NGO or any other source This
confermation essentially states that the Hospital wit not avell ardy dupiicate assistance for the same pationticase from any other NGO or any other source.
2) The assistance froen Koshika Foundation is only financial in nature, The choice of the treatmentiprocedure sdvised/conducied oy the Hospiial on the
patiant, is based on the arangement between the pationt & the Hospital, and is in no way influenced by Kashiks Foundation. Hence, the Hospital wil
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