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DECLARATION by APPLICANT: SIRTE [ wimmy w1:

1} | hereby confitrn that all detalls in this Form are True fo the best of my knowledge. Any lalse statement will render my Application & ongoing assistance, i any,
liabbe for relection/sancelaton,

2) | solemnly confirm thet assistance, if received from Koshike Foundation, will be used only for Ihe “purpose”, a6 stated in this Form, for which such assistance

was reduesied by me

3] | hersby confirm that | have ot & will not in futune, svail of reimburssmant, in part of in full, fram any oiher sourtefamplioyerinsurance company, of the amoun
for which this assistance Is requested,
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1) By affixing my signature or thumb Impression on this Form, | {(Applicant] hereby agree & authorise Koshika Foundation and it's Trustees o

use/publish/pul-up/reproduce my name, address, pholo & details of the “purpose”, for which such assistance |s requested/granted, Ihrough any

madiurm, ncluding bl not limited 1o verbal, pring, electmnic, for soficiling donations for Koshika Foundation andior dissaminating information sbout Vs

attivitiesfachievements. Such use of my pholo & details can be made by Hoshike Foundation before or after my treatment or fulfiiment of the “purpose”
for which assistance ks being requested.

211 iApplicant) lurther agree thal amy such use of my name, address, photo & details of the "purposa”, for which such assistance is requestedigraniad,
will nat autematically entite me for recelving or continuing the sald assistance. The declsion for granting andfor continulng the assistance will rest selely
will the Trusiees of Koshika Foundallon, and thelr decision |s his regard will be final and accaptahle fo me,
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AGREEMENT by HOSPITAL (wea o %o01)

By affxing hereunder, signature of our Authorized Signalory for recommending (hie case/patiant for financial assistance from Koshika Foundation, we
(Huspital) hemnby affinm & accept following:

1) that we nelthar are prasanily nor will in fufure ovail of financial assistanca from another NGO or any other source, for the sama pationt/cass, as we are
requesting 1o get from Koshika Foundathon, o the exten? thal such assisiance is granted by Koshika Foundation, If the requasted assistance is not granted
by Koshiks Foundation, in parl of in full, then the Hospital reserves it's rght to make up the shortfall from another NGO or any other source, This
confirnation esseniially states that the Hospital will not avall any duplicole ossistance for the same patient/case from any other NGO or any other source,
2) The assigtance from Koshika Foundation is only financial in natura. Tha choice of the inatmantiprocedure advisedicondictad By the Hospital an the
patient, i based on the amangemeni betweesn the patient & the Hospital, and |s in no way influenced by Koshika Foundation. Henes, the Hospltal will
gusums sole & complele responsibliily of the treatment & it's outoome & safety of the patient, and Koshiks Foundation will have no roie or responsibility
in the matier.
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