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DECLARATION by APPLICANT: RiTw 3 www wu:

1) | horoby confiem (hat ) detads in this Form ase True 10 the Dest of my knowledge. Any faise statement will rendor my Application & ongoing assistance, # any,
liable for rejectionicancediation

2] 1 solemnly corfem that assistance, ¥ receivod from Koshika Founcaton, witl be used only for tha “purpose”, 84 stated in this Fonm, for which such assistance
win foguosted by me.

3) | reveby confim that | have not & wit not i future, avad of reembursemant, in par of in ful, from By oiher sourcelemployerfinsurance company, of the armousnt
for which IS BsESIance is requested.
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AGREEMENT by APPLICANT (st D9 Wt)

1) Uy afficng my signature of thumb impresson o INg Form, | (Appicant) haroby agree 3 suthoriss Koshika Foundstion and it's Trustees 19

UBO/PUDIENDUL-UPTRPROCUCE My Nama, address, photo & dotals of the “purposs”, for whach such assistance is roquestedigranted, through any

mesum, including But rot limited o verbal, pant, efectronic, for soliciing donations for Kosnika Foundation andior disseminating information about it's

aclinbes‘achipvemnents. Such use of my choto & details can be made by Koshica Foundation before or afior my reatment or fuiiment of the “purpose”
for wiveh assistance i being requesied

2) | (Apphicant) further sgree that any such use of my name, mz.m&wndm‘m',mMWWiwm.
will not automaticaty entitlp me for recening or continuing the said assistance, The decision for granting andice continuing the 3ssistance will rest solely
wilh the Trustees of Koshika Foundation, and their decision i this regard will be final and accepladle 1o me
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AGREEMENT by HOSPITAL (weeme 3w ¥m)
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(Hospa!) hereby affirm 3 accept ng:

1) st we neithar are prasently nor will in future avail of financial assistance from anather NGO or any oihar souece, for the same palienticase, as we aro
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundasion. If the requested assistance is not pranted
by Koshica Foundesion, in part or in A, then the Hospital reserves It's right to make up the shortfall fom anather NGO or any other source, This
confrmaton essentially states that the Hospizal will net avad any duplicate assistance for the same patidaticase from any other NGO or any cther source,
2} The assistance from Koshika Foundation is oy fnancial in nsture. The cholce of the treatmant/procedure advisedicanducted by the Hospital on the
patent, is based on the srrangomant betwoen the patient & tho Hospital, snd I8 in no way Influgnced by Koahika Foundation. Hence, the Hospital wit

assume sole & complele responedility of the treatment & it's outcome & sadoty of the patient, and Koshika Foundation wil bave ne rele or respansibility
In the mattar.
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