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DECLARATION by APPLICANT. Suisr gm s wu:

11 heredy confirm that ol details in this Form are Truo to the besl of my knowledge. Any false statement will render my Application & ongoing assistance, If any,
bable for repctioe/cinosliation,

2) 1 solemnly confirm ihat assstance. I received Irom Koshika Foundation, will ba used only for the “purposa”, a6 stated in this Form, for which such mesistance
s requested by me

31 I hareby confirm Bat | aave nol & will nof in feture, avall of reimbursament, in pan or in Kill, from any ofher sourcefemployerfinsurmnca company, of he amount
for whiich this sssistance = regussted
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AGREEMENT by APPLICANT ( spics pn ®m)

1} By affwing my smgrature or thumb impression on this Form, | (Applicant) heraly agree 4 authorse Koshika Foundation and it's Trustess to-
use/publen/pul-up/reproduce my name, address. photo & details of the “purpose”, for which such assistance ls requecisd/granted, through any
i, inchuding bul nol limasd 1o verbal, prnt, elecironic, for sobciiing donations for Koshika Foundation and/or didseminating information abiout ite
avtities’achevemants. Such use of my phote 4 detalls can be made by Koshika Foundation before or-aftar my treatment or fulfiiment of the “purpose”
fof which assklance is being requasied

2) 1 (Applicant) further agree thal @y such use of my nama, address, photo & detaits of the “purpose”, for which such assistance & requestedigrantsd,
will ol sutomaticatty entite me for recelving of continuing the sadd assstancs. The deciion for graniing andfor continuing the astslance will ras! solety
with he Tristess of Kostika Faundation, and thelr decision is this rged will be fnal and sccaptable io me
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sy AGREEMENT by HOSPITAL (reem o0 =)

By affueng hereundaT, sgnaiure of our Authensed Signatory for recommending (s caselpatent for financial assistance from Kosfuka Foundation. we
(Hospitalj hereby aflirm & nooapl

i]lrmtnnlnﬂhurmmﬁywwmhﬁmmaunllﬂmﬁmimmmﬁﬁnwmyuﬂmm for the same patienl/case. 88 we &
requesting to gel lrom Koshika Foundation, i ihe exlent that such asskstance is granted by Koshika Foundation. If the requested asustance & nol granted
by Koshika Foundation. in part ar in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any ofher source. This
confirmalion essentinlly atates thal the Hospital wil nol aval any duplicate awsistance for the same patienticass from any o NGO of @iy ol source
#) The assistance o Koshika Foundation s only financlal in nature, The cholor of 1he treatment/procedure advisediconducted by the Hospital on the
pationt, is based on the srrangement between the patient & the Hoapital, and |s in no way influsnced by Koshiks Foundation. Hence, the Hoapital will
assume sole & complete responsibiiity of the treatment & it's culcome & setety of the patient, and Koshika Foundation will kave no rols or responsdbiiity
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