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DECLARATION by APPLICANT: SFFH SF] Moy ¥1:

1) I hereby confirm that all detais in this Form are True o the test af my knowledge. Any false statement will render my Application & ongoing assistince, [Tany,
llable for rajocton/cancelinfion,

2y | solemnly confim that sssismnce, if recaived from Koshila Foundation, will be used only for thie *purpoEn”, s smted in this Form, for which such assistance

wine requested by me.

3} 1 ity confirm that | have not & will Aol in fulure, mvall of rembursemment, in pan or in full, frem any other snurelemployatinsurance company. of thae amount

far which this ossistance ks requesied
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1] By affixing my signature or thumb impression on this Farm, | (Applicant) hereby agree & authorise Koshika Foundation and iI's Trustees 1o

e/ pubiishiput-upfreprodics my name, address, photo & detalls of the “pumpoese’, for which such assistance is requested/granied, through any

miedium, including but rot limited to verbal, ptint, elecironic, lor soliciting donations for Koshiks Foundation andior dissaminating informaticn about s

activities/achievements, Such use of my photo & details can be made by Keshika Foundation befors of afier my treatment or fulfiment of the “purpose”
for which assistanoe is being requestad.

21 | {(Applicant) further agree that any sugh nse of my naEme, address, pholoe & deiafls of the “purposa’”, for which such asuistance is requastedigranted,
will ho sutamaticatly entile me for recelving of cantinuing e sald assistancn. The decigion for granting and/or continding this assistance will rest solaly’
wilh the Trustees of Koshika Foundation, and their decision is this regatd will ba final and acceplable lo me
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AGREEMENT by HOSPITAL (¥=ae 77 %)
By afiixing heteundaer, sigralune of buf Althorised Signatory for recommending this caselpalient for inancial assisiance from Hoshika Foundaton, we
{Hospltal) heraby-alfim & accapt folbowing:
1] that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for {he same pEalionlicass, 8 we are
requesting o get from Koshika Frundation, o the exient that such assistance fs granied by Koshika Foundation. I the maquested assistance |8 nol granied
by Koshika Foundation, in part or in full, than the Hospitat reserves Vs fght lo make up the shortfall from anather NGO or any other source, This
ennfirmation essentlally states that the Hospital will not avall any duplicate assistanca fr the sama paliant/case from any other NGO or any ather soums.
2) The assistance from Koshika Foundation (s anly financial in nature. The chaice of the ireatmentprocedure advised/conducied by the Hospital on thi
patient, s based on the arrangemant betwean the patient & tha Haspital, and 1= in Ao Wy Infliuenced by Koshiks Foundatlan. Henca, the Hospltal whi
sseums sole-& complets respansibility of the treatment & I's outgome & safsty of tha patlent, and Koshiks Foundation will have no role or responsibiilty
in 1he matter
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