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DECLARATION by APPLICANT; 3w B0 wiowm 78:

1} | heraby confiem that e details in this Form ang Trog b he best of my knowledga, Any false slalament will rander my Application & ongoing ascistance, i any,
Habim for rajechionicarsalaton,

1 | setemnly confirm fal assisiance, if recoied from Koshia Foundasion, will bo used onéy for the “purpase”, as stated in this Form, for which such assskance

was renuesiad by me

3} | hereby confem al | hawe not & wil mol in futue, avall of reimbuesement, in par of o (ul, rem-any alher sourcafemployedinsusance company, of ihe amau

fioe which this assisianos is requesbed.
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AGREEMENT by APPLICANT (31w 210 %)

1) By aftizng my sigratune of thumb impression on ghis Form, | {Applicant) hereby. agree & authorise Koshika Foundstion and it's Truslees ta
usgpubishput-uplrepraduce my name, address, phode & datalts of the “purpeses”, Tor which such stsistants is requesiedigraniad, hiough any
migdaim; incliading bud nol Hmdted 1o varbal, print, alecinonic, Tor sabciling donations: for Koshika Foundation andior disseminaling information abouwt iF's
atliviliea/sthisemenls. Such wse ol my photo & defails can ba made by Koshika Foundation before or afier my reatment or uimenl of te “purposa”
far which assksiance is baing requesiad.

2) | (Applicant) furlhar agres that @ny such use of my name, address, photo & details of the “purpose”, for which such aesistance is requesiedigranied,
will nod sulomatically entitle me for receiving or conBinuing the seid aasislance. The desisan b granling andior continuing Ehe assisiance will rest solely
weith tha Trugiees of Koshika Foundaton, and iheil decsion is this regard will ba final and acceplanle o me.
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AGREEMENT by HOSPITAL (w5 &1 1)
By affixing hereunder, signabure of our Athorised Signatory for recommending s casarpaliont for inancal sssistancs from Koshica Foundation, wa
(Hespilal} hereby affiern & accepd fallowing;
1} that we ngither are prosently nor will in fubure avall of Bnencial sssistance from another NED or any ather scurce, for the same petlenticase. &5 we are
recuosting b get from Koshika Foundetion, by the exbent hat such assistance is granted by Koshike Foundatlon, B the requested assistance s pot granied
by Koshifca Foundation, in panl of in hll, then the Hospital reseoms i's right o make up the shortfall from anathar NGO ar any other saece. This
confirmation essentially stales thal the' Hospited will not aved any duplicate assistance for the same patiendicasa from any othar NG or any other source.
2} The aswsiance from Koshika Foundation is only fingncial in ratune, The chaics of the irestmentiproceduns advisediconducted by ihe Hoapdal on the
patient, & basad on the arrangement betwaen the patient & tha Hospital, and is in no way influerced by Koshika Foundsiion. Hence, the Hospital wil
aEEUMe G0de & compieles responsiblity of the treatment & it's outcoma & safeby of the patient, snd Koshika Foundation will have no rode o responsibéity
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