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DECLARATION by APPLICANT, STETH G Sieen

1) | hareby confirm thad all details in this Form are Trie to the best of my knowiedge. Any false statement will render my Application & engoing assistance, if any,
[imtria for rejection/cancaliation

2) | solemnly confirm that assistance, If recenved from Keshike Foundation, will be used only for the “purpose’, @s stated in this Form, for which such assistance
was requesiad by ma

30 | heraby eonfinm had | Bave not & will not in future, avail of eimbursemant, in pant of (0 U, from any other source/employerinsurance company, of (he amount
for which this aesetance s requested.
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AGREEMENT by APPLICANT | siew B #11)

1} By aflizing my signature or thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation and It's Trustees o

use/publish/put-upireproduce my name, address, photo & details of the “purpose”, for which such assistance |s requesiedigranted. through any

medium, including but not limited to verbal, print, electronie, for soliciting donations for Koshika Foundation and/or disseminating information aboul it's

activitiesfachlevemeanis. Such use of my photo & details can be made by Koshika Foundation bafore or afier my treatment or fulfilmaent of the "purposs”
for which assistance (s baing requasied

2} | {Applicant) further agres that any such use of my name, address, photo & detalls of the “purpose”, for which such assistence is requestedigrantad,
will not autamatizally enlitle me for recebdng or continuing the sakd assistance. The decislon for granting and/or continuing the assistance will rest solely
wilh the Trustaes of Koshika Foundation. and their dacision is this regard will ba final and acceptable lo ma.
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AGREEMENT by HOSPITAL (Wramd BRI W)
By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient far financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & sccept Tollowing:
1] ihat wa neither are presently nor will in future avail of financial assistance from another NGO ar any other source, for the same patlent'case, &3 we are
requesting o gat from Koshiks Foundation, to the exlent that such assistance i= granted by Koshika Foundation. If the raquasied assistance is nol grantad
by Koshiks Foundation, In par or in full, then the Hospilal reserves It fght to make up the shortfall from another NGO or any other source. This
confirmation essoentiaily slates that the Hospital will not avall any duplicala assistance for the same patienticase from any cther NGO or any othar source.
2) Thi assistance from Koshika Foundation is only financial in nature. The choice of the trestment/procedure advised/conducied by the Hospllad on the
patient, is bessd on the amengament between the patient & the Hospital, and Is in no way Influenced by Koshika Foundation. Hence. the Hospital will

sssume sole & complete responsibility of the treatmant & ii's outcome & safety of the patient, and Koshika Feundation will have no role or reaponsibility
in the maties.
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