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CECLARATION by APPLICANT: STETS SAT STWET S

111 herabiy confirm that oll details in this Form are True {0 (ho best of my knowledge Any false statement will render my Application & ongelng assstance,
fimble for resscionicancetlation,

2 | solemnly confirm thit essistance, If received from Koshila Foundetion, will be used only for the “purpose”, as stated In this Form, lor which such sssistance

wan requestsd by ma,

3y | herely confirm that | have not & will nat in future, vl of refmblrsemrent, inpar ofin full, from any other source/employerfinsurance company, of the amount

for which his assistance is regquosiad.
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AGREEMENT by APPLICANT | ses g %)

1] By afluing my slgnature or thumb impression on this Farm, | (Applicant) heraby agree & suthorise Koshika Foundalion and it's Trustees to
usaipubishiput-up/reproduce my namie, address, pholo & details of the “purpose’, for which such asststance is requested/granted, thiough any
misdium, ingiading but nol limited 1o verbal, prnt, lectronic, for sollciing donalions far Koshika Foundation andiar disseminating information about il's
activinesiachievaments. Such use at my photo & detalis can be made by Koshika Foundalion bafore or after my treatment or fulfiiment of the "purpose”
fee which assigtance i belng requested

211 (Applicant) lurthier agres (hal any sugh use of my nama, address, photo & details of the “purpose”, for which such assistancn |s requesiedigrantod,
will nol mutomEncaily entitie me for recaiving oF confinuing the said assistance. The decision for granting snd/or centinuing the assistance will rest solely
with the Trutlees of Keahila Foundalion, aivd thelr decision is this regard will be final gnd acceptable 10 ma.
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AGREEMENT by HOSPITAL (##mE g )

By afling hereunder. signatine of our Aulhonsed Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
(Hirspitsl) hersby affirm & sccept fallowing:

1] thint we nesither are presenlly not will i future avail of financial assistance from another NGO of any alner sgurce, for the same patient/case, as we ore
reguesting to gel from Koshika Foundation, to tha extent that sych ass:stance is graned by Koshika Foundation. If the requested assistanca i nol graniad
by Koshiks Foundation, i part at in fll, then the Hospital reserves its right Lo make up the shortall from another NGO or any other source. This
confirmiabon essentially ststes that the Hosplial will not avail any duplicate assistance for the same pallent/case from any other NGO or any athar source.
2 The assistance from Kashika Foundation is only financial In nature. The choice of the treatment/procedure advisediconducied by the Hospital on the
patient, is basas on the Arrangement betwesn the patient & the Hospital, and is in no way Influenced by Koshika Foundation Hence, the Hosplial will
asEUmE sole & complote respanaibility of the treatment & it's outcame & safety of the patient, snd Koshika Foundation will have no role or respansibifity
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