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DECLARATION by APPLICANT. SI9T% T W90 WU-

1)1 hegretay canfirm that all detalls in this Form are Trus to the best of my knewledge. Any false statement will render my Application & ongolng assistanca, If any,
[able for rajaction/cancelation

2] | solemnly confirm that asastance, if receved from Koahike Foundation, widl be used only for the “purpose’, as stated in thin Form, for which such sessistance
wiig requesied by me.

30 | hereby confirm that | have not & will not in tuture, avedl of reimbursemant. in part or in full, from any other sourcefemployeninaurance company. of the amount
far which nis assisiance s requasted.
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1) By affiging my-signatufe or thumb impression on this Farm, | (Appllcant) heeaby agree & authorise Koshika Foundation and s Trusizes 1o
uesafpubishipul-upireproduce my name, address, pholo & detais ol Ihe “purpose”, for which such assistance s requested/granted, through any
miedium, including but nat Iimited to verbal, print, electronic, for solleiting donations for Keshlka Foundation and'or disseminaling Infarmation sboul i's

aclivilies/achievements. Such use of my pholo & details can be mads by Koshika Foundation befare or after my treatment or fulfilmant of the “purpose”
lar which assistance Is being requested.

2) | (Applicant) further agree that any such wse of my nama, address, phota & ditails of the “purpose”, for which such assisiance [s requestedigranted,
will nol autemalically entitie me for receiving er continuing the said assistance. The decision lor granfing and/or continulng the assistance will rest sololy
with the Trustees of Koshika Foundation, snd thair dacision is this regard will be fingl and accaptable (o me.
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AGREEMENT by HOSPITAL (F=mE B0 %)
By affiing hereunder, signature of cur Authorised Signatory for recommanding this case/patiant for financial assistance from Koshika Foundation, we
[Hospital) hareby affirm & acospt lollowing:
1) thet we neither are presently nor will in future ovail of financial assstance from anolher NGO of any other source, for the seme patient/case, Bs wa are
raquesting 1o gel from Koshika Foundation, to the axtent that such assistance is granted by Kashika Feundation. If the requested assistance is nol graniad
by Koshlka Foundstion, in part er in full, then the Hospital reservas s dght to make up the shodfall from anather NGO or any other source. This
confirmation esgenlislly states that the Hospital will not avall any dupiicate sssistance for the soma pallent/zase from any othar NGO of any athes source
2} The assistance from Koshika Feundation |= only financial in nature, Tha cheloe of the treatment/procedure advisediconductad by the Hosgilal on the
patient, Is based on the smangement between the patiant & the Hospital, and I8 in no way influenced by Koshiks Foundation. Hance, the Hospital will

assume sole & complete responsibility of the treatment & I's outcome & safety of the patient, and Koshika Foundation will have no role or responsibllity
in the mattar
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