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DECLARATION by APPLICANT: #/® 50 Wi 7 . .

11 1 horety confirm that & detads In this Form are True 10 the best of my knowledge. Any talse stalement will render my Application & ongoing assistunce, | any,’
labila for rejection/cancedaton.

2) 1 solemnly confirm that assistance, il recelved from Koshika Foundation, will be Used only for the "purposs”, as stalasd In this Foem, for which such assstance
was rpquesiad by me.

3} | hereby confirm that | nave not & will not in future. avail of reimbursement, in part or in hull, from any other source/employer/inserance company, of the amount
for which $is assstance & reguasted

1) 4 view wrn o fogm w2 Tl nd o fewew 98 weeerh € srgEm e o ot W fewen v o s we we |l 360 anes fre wt = el
2) @ pm o weew ofr “wifne wrstet, @ m o § v e nd wte o) 8 o Bl e wie, o o e of oo

1) 4 e wom § fe fom wore i w0 bw 9wl §, T ofe w sifew W wee e el g o feiwecin werh @ 1 o few € S 3 @ fies F o
AGHEEMENT by APPLICANT (wmzs Tm %)

1) By affizing my signature or humb impression on this Farm. | |Applicant) hereby agree & authorise Koshika Foundation and it's Trustees o
use/publshiput-upireproduce my name, address, phola & delailn of the “purpose’, for which such assislance i requested/granted, through any
medium, including bul not limited 1o verbal, print, slectronic, for spliciing donations for Koshiks Foundation and/or disgeminating information about t's

nctvilies/nchievemenis. Such use of my photo & detalls can be mada by Koshika Foundation bafore or aflar my traatment of fulflimant of the “purpass”
for which assistance & baing requestied
2] | {Appicant) lurther sgres that any such usa of rry name, sddress, photo & details of the “purposs”, for which such sssisiance s requestedigranted,

will nol automatically enlile me for receiving of continuing the said assistance. The decision for granting and/or continuing the assistance will res! solaly
wilh the Trustees of Koshika Foundation, and et dacksion i this regard will be final and acceptabia to me,
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AGREEMENT by HOSPITAL (wepss g %01)
By affiung hersunder, s:gnature of our Authorised Signatory for recommanding this case/patsent for financial assistance from Koshedia Foundation, e
(Hospital) haraby affirm & accept fallowing:
1) thal we neither are progentty nor will in Tuters svell of finenclal asslstance from another NGO or any other source, for the same patient/case, ns we oie
requesting to gat from Koshiks Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance & not granted
by Koshika Foundation, in part or in full, then the Hospital reserves s right to maske up the sharttall from snother NGO or any othet source. This
confirmation essentially states that the Hospital will not avall any duplicate assistancae for the same patienticase from any other NGO or any other source
2) The assistance from Koshika Foundation is anly financial in natune. Thie chaice of ihe ireaiment/procedure advisad/conduciad by the Haspital on the
pattert, is bassd on the armangeman! betwesn the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Henoe, the Hosplial will

pssume sole & complete resporsibilily of the troatmant & i('s outcoms & safety of the patient. snd Koshia Foundation will have na fole or responeibiily
in the matiar.
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