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DECLARATION by APPLICANT: &% BRI WM 73

1) | heredy confirm (at all dotals in this Form are True to the best of my knowledge, Any false statement will render my Application & ongoing assistance, if any,
liable fof rejectionicancellation.

2] | solamndy confiom that asslstance, if received from Koshike Foundation, will be used pnly for the “purpese”, 85 sieted in this Form, for which such essistance
was requesiad by me.

3) | hereby confirm hat | have not & will nat in fiture, avall of retmbursemant, in part o in hill, irom any ather source/employerinsurance company, of the amount
for which this assislance & requested.
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1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and I's Trusiees to
ussipublishipul-upireproduce my neme, address. pholo & detaiis of the "purpose”, for which such assistance is requesied/granted, lhrough any
madium, Including but not fimited to verbal, print, electronic, for soliciting donations for Koshike Foundation and/or disseminating information abaut if's

aclivities/achievements, Such uee al my pholo & details can be made by Koshika Foundstion bafore or after my treatment or fulfiiment of the “purposs”
for which assistance is being requestad.

2 | iAppticant} herthar agres that any such use of my name, address, photo & detalls of the “purposa”, for which such assistance is requestedigrantad,
will not auiomatically enfile me for recelving or cantinuing the sald assistance. The declskon for granting andfor continuing ihe assistance will rest solely
with tha Trustees ol Koshia Foundation, and thelr decision is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (mswm g =17)
By affixing hareundar, signatune ol our Authonsed Signatory for recommanding this casalpatiant for financlal assistance from Koshika Foundation, wa
(Hospital] hereby affirm & accept following:
1] that we neithar are presently nor will in future avall of financial assistance from another NGO or-any other source, for the same patient/cass, as we are
requesting to gol from Koshlika Foundaton, o the extent that such assistance i granted by Keoshika Foundation. If the requested sssislance (g nol granisd
by Koshiks Foundation, In part or in full, then the Hosplial reserves s right 1o make up the shortfall from anather NGO or any other source. This
confirmation essantially states that the Hoepital will not avall any duplicats assistance for the same patlsnticase from any other NGO or any othar source
2) The assistance from Koshika Foundston is only financial In nature, The cheice of the treatmant/procedure advisediconductad by the Hospital on the
patient, ls based on the amingement between the patient & the Hospilsl, and 15 in no way influenced by Koshiks Foundation. Hanca, the Hospital will

sssume sole & complete responsibility of the treatment & IU's outcome & sefety of the patiant, and Koshikes Foundation will have na role or responsibility
in the matier.
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