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DECLARATION by APFLICANT: SMWE B0 Sve w8

1) | haraby confim (hat all setulls in this Form ars True ' the bes! of my knowledge. Any fals= statement will render my Application & ongoing
liptsie for rejectan/cancelation,

2} | solamndy confirm that assistance, If recasved Trom Koshika Foundation will ba u=ad only for the “purpose”, as stated in this Form, for which such

was fequesied by me

3) | meraby confirm thit | hiee not & will not in future, avail of relmbursemant, in part gr in full, fram any ofner sourtalsmpioyerfinsurence company, of the

for which this assislnnce |8 regUestad B
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AGREEMENT by APPLICANT (e g1 #17)

1) By affixing my sqynature of thumb impression on this Form. | (Appiicant) heraby agres & aulhorise Koshike Foundstion and Ii's Trustess to
usalpublishipul-uplreproducs my name, adéress. pholo & detnils of the *purpase”, for which such sssatance is requested/gmnted, theeugh any
madium, incluging bul rol imited t verbal, prinl. slectronle. for soficiing donalinns for Koshin Foundation andior dissaminating informatlon about it's
aclivities/achiovements Sich use of my photo & deteds can bo made by Koshlka Foundation Betare ar alls my Featment of hifiment of ihe *purpose”
for which assistance is being reguasted

2) | (Applicant) further sgies that any such use of my nams, address, phale & daizlie of the “purposE’, fof which such assiatarce is requestedigranted,
will not automatically eniille ma for receiving or conlinuing the teéd assistunce. The docialon for granting andlor canliming tne susislnnce will rest solely
with \he Trustees of Keshiss Foundation, and Iher dectsion i this regard wil be final end acceptable 1o ma,
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AGREEMENT by HOSPITAL (wrams o %)

By affixing herounder. signature of cur Authorised Signatary for recammanding this case/patient lor lnancisl assislance from Koghika Foundation, we
(Hospital) haraby sffimm & sccept following:

1) that wie reither are prooently nor will in future avell of financial sssistance from another NGO or any other saurce, for the same patisnticazs, as we are
requesiing to gel from Koshika Foundation, to the sxlent that such assstance is granted by Koshike Foundation. i tha requested szaistance i mot granted
by Koshika Foundalion, in part or in ful, then the Hokpital resarvies I's right ks make up the shartlall from anather KGO or any other source. This
confirmatlon essenfizlly states that the Hospital will not aved any duplicals assistance for the same patiznticase rom any offer NGO o any olher source
#) Tho assistance from Koshika Foundafion i only financial in nature. The chaice ol the lrestmantizroceduns advisadicanduetad by the Hosphal on the
paiient, |s bazed on the arangement between the paiient & the Hospitsl, and is In no way infuenced by Koshika Foundstion. Hancae, the Hospital will
asgume sole & complote responsibiilty of the treatmant & (s outcam & safety of the patient, and Koshika Fayndstinn wil have ne role of respornsibdiy
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