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DECLARATION by APPLICANT: SWSs g wem 3:

1)1 hereby confem that Al detalls in this Farm are True to the best ol my knowledge. Any false statoment will render my Application & ongoing assistance, Fany,
fmitie for rajechion/cancediition

2} | solumnly cordinm that sssistance, if recelvad from Kowfike Foundation, will be usad only for ihe “purpose” -as stated in this Form, for which such assintance

weas regquested ty me,

3} hereby confirm Wal | have mol & will ol o folure, svail of resmburesmant, in pad or in full, from sy other sourcessmiployerinsurance cormnpany, of the amount

for wiiich This pssintance s reguestad.
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AGREEMENT by APPLICANT (s7ves om ww)

1) By affizing my signature o thumb impression on this Farm, | (Applicant} hereby agree & aulhotise Hoshika Foundation snd II's Trustees 1o
usaipublish/put-upireproduce my nama, address, photo & detalls of the “purpose”, for which such assistance 18 requostod’granted, through any

miadim, including but nol imdled to verbal, print, slectronie, for soliciting donallons for Koshika Folndation sndior disseminating informalion aboul t's
soiivilles achievemants. Such use of my photn & details can be made by Koshlkn Foundation befare or afisr my treatment or fulfliment af the “purposs”
lot which Fssistance s being requisicd

21 1 (Apgdicant) lurther agree hat any such usé of my name, address, photo & detaily of the "purpose”, for which such-assistance ks requesiedigrantad,
will not automaticaly entitie me for recelving or continuing tha said asalstance. The decision far granting andior continuing the assistance wiil rest sotely
With Ie Trugless of Koshika Foundation; and thelr declsion s this maard wil be final snd scceptabie to me.
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AGREEMENT by HOSPITAL tm BRI

By afiining hereundear, signature of our Authnrised Signatory for recommending this case/patient for financinl sesistonca rom Keahika Foundation, we
{Hospitai) hareby affim & adespl follewing:

1) that we nefiher are pressntly nor will I future el of finanoel nssistance from anoiner NGO or any other sourcs, fof the same patlent'case, 25 we are
rEquEsing 10 gal om Koshika Foundaion, lo the exlent thal such assistonoe is granted by Koshika Foundation, If the roguested assisiance fs ot granted
by Koshika Foundution, in part or in full, then the Hospital reserves it's right tn make up the shortfall from snothar NGO arany other source. This
confivmistion essentially states that the Hospital will not aveli any duplicate sssistance for the same patientcase from any olher NGO or ony olher source.
2) The usatetance from Koshika Foundalion is only finansial in saturg. The choice of the treatmantprocedure advisediconducled by the Hospital on the
pativnt, (4 based on the amangement bitvween e patiunt & the Hospitad, and s in no way influenced by Keshikn Foundation. Hence, the Hospita! will
sssurme sole & complets responsibility of the treatment & Iy outcome & uafply of the potien!, shd Koshika Foundation will have no role o responslbility
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