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DECLARATION by APPLICANT. WRie® G Wiwey o3:

1) | ety confimm that &l detasds in this Form are True o the best of my knowledge. Any false staterment will render my Applicafion & ongaing assistanca, if any,
lizbis for rejection/canceliption

2} | solemnty confinm that sssistance, if recelved from Hoshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such sssistancs
wis requested by me.

3} | hereby confirm thatl | have not & will nal in future, avail of reimbursemant, in pant of in full, from any ather sourcelemployerinsurance company, of the amount
for which thic assistance i& requesisd
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AGREEMENT by APPLICANT (3T g0 %)

1) By affizing my signature or thumb impression on this Form, | (Applicant) hareby agree & autharise Koshika Foundation and s Trustees to
vza/publishiput-upireproduce my name, addross. photo & detalls of the “purposa”, for which such assistance Is requestedigranted, through any
madium, [nchuding but mot imited 1o verbal, print. electronic, for soliciting donalkons for Koshika Foundation andior disseminating information about it's

aclivitiesiachievemanis. Such use of my pholo & detailz can be made by Koshika Foundation before or after my reaiment or fulfiiment of the "purposa”
for which assistance is baing reguesied,

2) | (Applicant) further agres that any such use of my name, address, pholo & detsils of the *purpose”, for which such assistence is requestedigranted,
will not automalically entitde me for recelving ar comtinuing the =aid assislance. The decigion lor granting and/or continuing the assistance will real solsly
with the Truslees of Koshika Foundation, and their decision is this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (7w g/ )

By alfixing hareunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundalion, we
(Hospital) hereby affirm & accept following:

1) that we neiffver are presently nod will in fuluse svail of inancial asslatance from anather NGO or any other source, for the sama palient/case, &s we ore
requasting o gl from Koshika Foundalion, to the extent that such assistance s granted by Koshika Foundation, If the requested assistance ks not grantad
by Koshika Foundation, in part or in full, then the Hospital reserves it's righl lo make up the shortfall from another NGO or any other source, This
confirmation essentially states that the Hospital will not aveil any duplicale assistance for the same palient/cass from any other NGO ar any other source
2) The assistancs from Koshike Foundation ls only financial in nature. The cholce of the restment/procedure advised/conducted by the Hosplial on tha
patient, I8 based on the arrengemani betwasn the patint & the Hospital, and |s in no way influenced by Koshika Foundation, Hanca, the Hospital will
gEsuma sola & complate responsibility of the treatment & il's outcome & safety of tha patiant, and Koshika Foundaticn will have no role o responsibility
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