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DEGLARATION by APFLICANT. WRE® 510 SMom 93;

11 | ety confirm that &l detalls in this Form are Tree to the best of my knowledge. Any false statermant will render my Application & ongoing assistance, if any,
[ty for rejectiondcancediation.

2} | selemnly confirm that assistance, il received frdm Hoshika Foundation, will be used only for the *purpose’, as stated in this Form, for which such assistance
was requesiad by me

3} | harety confirm that | have not & will not in future, avall of relmbursamant, in pan or in full, from any ather source/employerinsurance comparny, of the Il'l'lﬂ.l'lli
for which this pssisiunce is requesisd
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11 By affizing my signature or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and it's Tnistees o

use/pubdishiput-upireproduce my name, address, photo & detsils of tha *purpose’, for which such assistance is requested/granted, through any

medium, inctiding but not limited to verbal, print, elecironic, for salicitiig denations for Koshika Foundation and/or disseminating information about |t's

acthvitles/achiovemanis. Such use of my photo & detalls can be made by Koshiks Foundstion befors or afier my trestment or fuffimant of the “purpose”
for which nasistancs & being requesied.

2) | (Applicant) further agree that any such use of my name, address, pholo & details of the “purpose”, for which such assislance Is requested/granted,
will nal gutomatically anlile me loe racelving of canlinuing the said assistance. The decision lor granting and/or eonlinuing the assistance will rest solsly
with the Trustees of Koshike Foundalion, and thair degision is this regard will ba final and acceptabls io me.
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AGHREEMENT by HOSPITAL [wemms gm0 sat)
By atfizing hateundar, signature of our Authorised Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & sccepl following:
1) that we neither are presantly nor will in fulure avall of financial assistance from another NGO or any other source, for the same patienticase, as wa are
reguesting to gel from Koshika Foundation, lo the exlent that such assistance is grantad by Koshikas Foundation. If the requested assistance is not grantad
by Koshika Foundatian, in part or n full, then the Hospital reserves Il's night to make up (he shortfall from another NGO or any olher source, This
confirmalion eazentially states that the Hospital will not svail any duplicate sssistance for te same paient/cese from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nalure. The choice of the treatmentiprocedure advised/conductad by the Hospital on ihe
patient, is basad on the mrengement between the palient & the Hospital, and Is In no way Influsnced by Koshlka Foundation. Hence, the Hoepétal will

assume sole & complete responsibliity of the treatment & It's culcome & safety of tha patlent, and Koshika Foundation will have no role or responsitility
in 1he matier.
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