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DECLARATION by APPLICANT: =rf=u i o v
1} | heroby confitm thal sii delads in this Form sre True to the best of my knowledge Any false statement will render my Application & ongalng asslstance, If any,
limbte for rejectioniancallabon.

2} | silemmnly ponfirm that assistancs, f recelved Irom Koshika Fourdanon, will be ised phly or the “parpose”, as stated in s Farmy, for which such sssistance
wilh Iegquasiad by me.

3) ) perebry confirm thet | fave ot & will not in futurs, avall of reimburssment, Inopam ar in il oo any other twrm!i:nwluwr.'hﬁuw company, of the aimount
for which this assstancs is mquestod
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AGREEMENT by APPLICANT (sotes @0 %)

1) By affixing my sigralute o thumb impression on this Form, | {Applicant) heraty sgree 8 authorise Koshiie Foundation and it's Trustees 1o
Use/publishipul-upireproduce my name, address, pholo & detalls of the “purposs”, lof which such asshiance ks requestedigranted, through any
medium, inciuding bul nol imited to vartial, prind, slectronic. for soliciling donations for Keshike Foundstion and/or disseminating informalion aboul it's
activitlesiachievomants, Such use of my photo & detalls can be mode by Kownika Foundation before or after my treatment or lulfilment of the “purpose”
‘o which assislance i biing requesing

21| (Applicant) further sgres that any such uss of my nama, sddress, photo & details of the “purpose”, far which such asaistance ls requested/granied,
will not awlemalically entithe ma for receiving of continuing the said aseistance. The decision for granting andior continuing the ssutstance will res| aolaly
with the Tristees of Koshlka Foundsitlon, and their decision is this regard will ba final and agoeptable o me
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AGREEMENT by HOSPITAL (wwwsst g0 %000}

By affiking hareundar, tignature of our Authonissd Signstony for recommending this case/patient for fingncial asshtsnce from Koahila Foundition, we
(Hospital) heby affirm & accapt following:

1} that we nafthor are presontly nor will in future avail of fingncial assistance from anothaer NGO or any othar source, for the same patient/oase, as wo ane
requesting 1o get from Koshika Foundation, o the extent that such asulstance is granted by Koshika Foundatlon. Il the requesied sssistance |s nol granted
by Koshika Foundation, in part or in hull, then the Hospital reservds il's right to make up the shartfall from snother NGO or any ofher aource, This
confirmatinn essantindy states thal the Hospital will not gvall any duplicate psistance for the same patinlicess from any other NGO o any other solurcs
Z) T pssistonoe from Koshiks Foundation is only financial in netura The ofiolce of the ireatmentiprocedure gdvised/oondociad by the Hospitai on the
pathend, Is based on the aerangement between the patient & the Hospital, and 18 In-no way Influenced by Koshika Foundalion Henes, the Hospllal will
zgauima sale & complote responalbility of the trestmant & Vs outcoms & safety of tha patioht, snd Koshike Foundation will hinee no rols ar responasiifity
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