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DECLARATION by APPLICANT. STiT% TRT Whewm W ' ]
1llwwMMMnmnmeTu 1o the best of my knowledge. Any fatse statoment will render my Application & ongoing assistance, if any,
2} 1 sodemnnly confirm that assistance, f received from Koshike Foundation, wil be used only for the “purpose”. &3 stated in ihls Form, for which such sssistance
v Pequesing by ma

3) | heretyy confirm that | have not & will not in future. avail of reimbursament, in pant of in full, from any other scurca’emplayerfinsurance company, of the smaount
for which this sssistance i requested
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AGREEMENT by APPLICANT | saa® g W)

1} By affixing my signature or thumb imgression on this Form, | {Applicant) hersby agree & sulhorse Koshika Foundation and It's Trustéss lo

use/publishipul-upireproduce my nama, address, pholo & deialls of the "purpose”, Tor which such assistance ks requested/grantod, through any

medium, including but nat limited 1o verbal, print. electronic, for soliciting donations: for Koshika Foundation and/or disseminating information about Il's

acihv|ties/achiayements. Such use of my pholo & detalls can be made by Keshika Foundation belore o after my trestment of fulfiment of the *purpose”
{or which assistance is being requestad.

231 (Applicant] further agree that any such use of my nama, addmess, photo & detalls of the “purposs”, for which such sssistance s reguosted/granied.
will nol aulomalically enditls me for receiving of confinuing the said assistance. The dedsion for granting and/ar continuing the sssistancn will rest solely
with 1he Trusises of Kashika Foundation, and their decision is this ragard will be final and accaptable 1o me.
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AGREEMENT by HOSPITAL (woyme g wat)

By uffuang hereunder, sgnature of our Authonsed Signatory for recommaending this case/patient for financal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accapt following:

1) thast wir neither are presently nor will in future avall of financiel apsistance from another NGO or any ather Bource, for the seme palienticase, ns we dre
requesting 1o gel from Koshika Foundation, to the sident Ihat such aesistance is granted by Koshika Foundation. If the requesied assstance is not granted
by Koahika Foundation, in part or in full, fhen the Hospital resorves IU's right to make up the shortfall from another NGO or any other sourca. This
confimmation sssentially states that the Hospital will not avall any dupicats sesisimnos for the same patientcase from any other NGO or any other source
7} Thix assistance from Koshika Foundatlon is onty financial in natute. The chalce of the trealment/procedure advisediconducied by the Hoapital an the
patisnl, is based on the srrangement batween tha patisnt & the Hospital, and |8 in no way influenced by Koshika Foundation. Hence. the Hospital wil
assume soie & complete responsibility of the trostment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibidty
in the matter
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