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DECLARATION by APPLICANT: WHTE B SH9 Wi

1} 1 hereby gonfirm that all details in tnis Form are Troe 1o the best of my knowlaage. Any falso statement will render my Anplication & ongaing sesisiance, i any,
[iabie for refectionicanceliation

2] | solernly confirm that assistance, Fraceived ram Koshlka Foundation, will be used only for the “purpose’, a5 stated in this Farm, for which such assistance

was requasted by me.

3} | hesreby confirm that | have rob & will not in future, avail of reimbursament, in part o in full, from any othar source/emoloyeninsurancs company, of the amaunt
fior which thiz assistance |5 reguesied.
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AGREEMENT by APPLICANT (s £ %11)
1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby sgree & authorlse Keoshika Foundalion and i's Trustess-lo
useipublishipul-uplreproduce my name, adress. phota & detuils ol the “purpesa’, Tar which such agsistance |3 requestadigranted, through any
medium, including bul rol imited to verbal, print, elentronic; for soliciiing donations fof Foshika Foundation snd'er dizzeminating infarmatian about it's

aclivitiesfachisyements, Such use of my phote & details can be made by Koshiks Foundation belare or afiar my Featmant or fuifiimant of the “purpose”
for which assiglance is baing fequested,

2) | {Applicant] further agree that any such useal my name, sudress, photo & deialts of the “purpese”, for which such sssistance |s requestedigeaniad,
will not sutomatically entitle me for receiving or continuing the sald assistance. The declilon for granting and/or cantinuing th= asslgtance will res! solely
with the Trustaes of Koshika Foundation, and their desision is this regard will be final and sctaptable 1o me
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AGREEMENT by HOSPITAL (g% ¥m &)
By aflidng hersundes, skynalure of our Autharised Signatony for recommanding this case/patient for financial assistance fram Koshike Foundation, we
{Haspltal) hereby aftirm & accept following:
1) thal wie neihes e prasantly ros will in future Bvail of financial assistance from another NGO or eny plher squrca, for the same patient/case, as we ars
requesting to get from Koshika Foundstion, o the extent thal such assistance s granted by Koshika Foundation. If the requested ssslstapos is not gramad
by Knshiza Faundation, In part or in full, than the Hospital reserves iUs right 1o make up the ahorttall from another NGO or any other source. This
confirmation essantially states that the Hespital will net avall any dupiicals assistance far the sama patkent!case from any oihar NGO or any athar souros.
2) The sssistancs from Koshika Foundalion is only finnciat in nature. The chalce af thi traatmentiprocsdure advised conducied by the Hospital an the
pallent, is based on the arrengsment batwesn |he patiant & the Hospital, anid is in no way Infiuencad by Koshika Foundation. Hencs, the Hoepital wil)
gesume sale & complete responsibillly of the freatment & iU's outcome & safsty of tha patiant, and Koshiks Foundation will have no rale of responsitilily
in the matter.
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