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DECLARATION by APELICANT: 37iTs 731 S T9: .

1) ) mareby confinne that 3l detsls n this Form ara True 1o the bast of my knowledge. Any false stmament wil render my Apoication & ongolng sssatanca, I any
kabie for rejectionicancaiation,

2} 1 aclemnty condrm that passlsrcs. If recelved from Koshiks Founcston. wil be usec ony for the “purpose”, 5 st5ted I this Form, for which such sasistance
WAB requasied Dy me.

3 | Feveby confrm that 7 navs not & wil not in funure, avall of reimbursement, n part or In full. from any olher sourceempioyerinsurarcs company, of the amcun
for which this sssistancs 18 nequestad.
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AGREEMENT by APPLICANT ( 31z p0 %1°)

1) By affixng my sigrature or thumb imarassion on Ihis Fom, | {Agplicant) heveby agree & sulboviss Koshika Foundalion and iU's Truslees to
usalpublishiput.uplreproduce my name, eddress, phols & delzils of the “purpose’, for which such assislance 2 requesiedigranted, through any
madium, ndudirg but nat limiled lo verbal, pral, electrenic, for saliciling conalicos far Koghika Fourdalion andlor disseminaling mfarmaticn atout il's
acvvitles'schlavements, Such use of my pholo & detals can bo made by Kashks Founcation bafora or aftar my trestment or fulfilment of the *purpese”
for which sasttance I5 belng requested

2) 1{Apgicant} hathar agrea (hal 80y sush use of my name, sddness, photo & debals of the *purposa”. for which such 83slsancs (a requestadigranted
wil rot automatically enlills me for revaiving of condinuing ™e ssid sssislance. The decison lor grenting andior continuing the assislance wik rest soialy
with the Trustees cf Koshia Foundation, and thair decison is this regard wil be Sl and acosptatle (o me.
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AGREEMENT by HOSPITAL (wdm o0 W)

8y affdng hersunder. signature of cur Autnarsed Sigratary far recommanding this casedpationt for finandial assislance from Xoshisa Founcation, we
{Hosphal) heraby stfem & acsept fokowing:

1} that we nelther a8 presently nor will In fsura avail of financial assistance fram ancthar NGO ot any alher source, for the same patienticase, a5 we 318
requesting to get from Koshis Foundation, © tha extent that such assistance is granted by Koshika Fourdation. If the requasted assistancs is not granled
by Koshika Foundaticn. in pert or in full, then the Hospial reserves it's fight 1o make up the shartfall from ancther NGO cr any ather sowrce, Thig
confrmaton assantially states that tha Hosphial will not avall any duplicate assistance for the same patienticase from any other NGO or arvy other scurce.
2) The sssistance from Koshia Founcation is only fnancial in reture, The cheice of the trealmentiprocadure sdvised!conductad by the Hospital on the
patient, is besed on tha arrangement datwasn the patient & tho Hospral, and & in no way influerced by Koshika Foundslion. Hence, e Hospial wil
#35uma sole & complete respensibilty of tha reatment & it's autcome & safety af the patient, end Koshika Foundation wil have no role of responsibiity
in $he master.
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