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DECLARATION by APPLICANT. SiZs g Sy wa:
1)1 hereby confirm that all gotails in this Form are Tros to he best of my knowledge. Any faise statement will render my Application & ongoing assistance, if any,
lialile for rejeclion/cancellation.

2) | solemnly confirm that sssistance, if received from Hoshika Foundation, will be used only for the ‘purpose”; as siated in this Form, for which such essistance
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AGREEMENT by APPLICANT (smix® gn %a1)

1) By aflhding my signature o thumb impression on this Form, | (Applicani) hereby agres & authorise Koshika Foundation and I's Trustees to
useipubiish/pul-uplreproduce my name, address, photo & details of the “purposs”, for which such assistance is requested/granted, through any
mraadium, inciuding tbut not limited 1o verbal, print, eloctronic, lor soliclting donations for Koshika Foundation andfor disseminating information about t's

activities/achlevements. Such use of my phote & delalls can be made by Koshika Foundation beforz or after my treatment or fullliment of the “purpose”
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with the Trustees ol Koshika Foundation, and thalr decision Is this regard will ba final and acceptable to me
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By affixing hereonder, signature of sur Authorised Signatory for recommending this case/patient for inancial assistance from Koshika Foundation, we
{Hospitsl) hereby affirm & sccept following:

1) that we neither are presantly nor will in future avall of financial assisteance from another NGO or any other sowrce, for the same palient’'casa, as wa are
maguesting 1o gel from Koshika Foundation, (o fhe exient thal such assistence is granted by Koshika Foundation, if the requesied assistance b not granted
by Koshika Foundation, in part or in full, then the Hospital reserves il's right to make up the shortfall from another NGO or any other source, This
confirmaiinn sssanfially states that tha Hospital will not avall any duplicals assistance for the same pelisnl/case from any olher NGO af sny athar source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the ireatmontiprocedure advisediconducied by the Hosgpital on the
pallanl, s based on the arrangement batwaan tha pationt & the Hospital, and is in no way nflusnced by Koshika Foundation. Henca, tha Hospital will
assume solo & complete responalbiiity of the treatment & it's outcome & safaty of the patient, and Koshike Foundation will have no rola or responsibilty
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