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CECLARATION by APFLICANT, 379 pm =g wa;
1) 1 heseby confirm that all detalls in this Farm are True 1o the best of my knowledge Any lalse stalament will rendar my Applicalion & ong
Tiabée for rajmclion/cancatation.
2} 1 sofemaly confiom that essketonce, If recelved from Koshika Foundation, wiil be used only lor the "purpons’, aa stated (n this Form, for which
was feguestad by me:
) | hisraby confiom that | have nut & will nol in future, avail of reimburssmaen), in pan ar in full, bom any other solrcalemployarinaurance company,
for whach thiz assistance |4 requesied. .
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AGREEMENT by APPLICANT ( sswew o1 =)

1) By aflixing my signature of thumb impression on this Form. | (Applicant) heraby agree & suthonss Kognike Foundation and it's Trustess to
usa/publishipul-uprepraduce my name, addrass, photo & detalls of the "purpase”, for which such assistance is requestedigraniod. through any
madium, including but not limited to verbal, print, elecironic, for goliciling donations for Koshika Foundation snd/or disseminating information: about it's
aciiviles/achievements. Such usa of my photo & delaits cen be made by Koshika Foundation before or after my reatment or fulfiiment of the “purpose”
far which assistance is Deing requested.

2) | (Applicant) lurther agree that any such use of my name, addmess, photo & detalis of the “purpose”, for which Such assistance & requestedigranied,
will miot autorratically entitle me for receiving of continuing the said sssistance. The decision for granting and/iar continuing the assstance will res! solely
wilh tha Trustess of Koshika Foundabon, and their decksion ks 1his rogard witl bar final and pcceplable 1o ma
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AGREEMENT by HOSPITAL (w1 w71

By affaing hereunder. slignature of sur Autharised Signatory for recommending this case/patient for financial asssiance from Koshika Foundation, we
{Hospital) nereby affiem & acoept Iolkowing:

1) thal we nelther are presently nor will in future avail of financial sssistance from ancther NGO or eny other source, for he same patenticase, Bs we are
fequesting o get from Koshika Foundation. 1o the exiant that such assistance i granied by Koshika Foundation. |f the requested assstance |8 ol granted
by Koshika Foundation, in part or in full, then the Hospital reserves i('s right 1o maks up the shortfall from another NGO or any olhar sourca. This
confirmation essantiolly states Gl the Hospital will not avall any duplicate ssskstance for ihe same patienticasas fram any other NGO or any other noutce
2} The assistance from Koshuka Foundation s anly financial in nalure. The choice of tha ireatment/procedire advisedicongucted by The Hosplial on the
patient, s based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshike Foundalion. Hencs. tha Hesplital will
sasime sol & compiste responsitiliy of the Irestment & i's outcome & safaty of the patient. and Koshika Foundation will have no rofe or msponsibiity
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