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DECLARATION by APPLICANT. iear 1m w7

1) | hereby confirm that all detads in this Form are True 1o the besl of my knowledge. Any false stalamant will render my Application & eagolng assistances, If any,
liatvie for rejechion/cancellation,

2} | salemnly canfirm that assistance, it received from Koshika Foundation, wil be used only for the "purpose”, a9 staled in this Form, far which such assistance

was requesied by me.

3) | hisraby confirm that | have ot & will nod in future, gvail of reimbursemenl, in part or o ol from &ny otter sourcefemployermeurance company, of the amount

for which this assistance (5 regqueated.
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AGREEMENT by APPLICANT (s g0 %at)

1) By afixing my signature or thumb impression on this Form, | (Applicant} hereby agree & authorise Koshika Foundalion and IU's Trustees 1o
usepublishiput-uproproduce my name, address, pholo & datzils of the “purpase”, for which such assistance |s requested/grantad, through any
medim, including bul not limited te verbal, print, electronic, for solicifing donations for Koshika Foundation andior disseminaling Information aboul it's
pofivilies/achigyements. Such use of my photo & details can ba made by Koshika Foundation before or after my treatmaent or fullimant of the "purpoes”
fr which nssistance s baing requested.

21 | [Applicant) lurther agree that &ny such use of my name. address, pholo & deialle of tha "purpose”, far which such assistance is requesied/granied,
will ot automatically entitle me for recatving or confinuing the said assistance. The decision for granting andior confinuing the assistance will rest saldly
wilh the Trustees of Koshika Foundalion, and their dacision is Ihis regard will be final and acceptable 1o ma
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AGREEMENT by HOSPITAL (wswms @ Wo1)

By nffiaing hereunder, sigralre of our Authorised Signatory for recommending this case/patien! for financial assistance from Keshia Foundatlon, we
{Haspital] hereby affirm & accept following:

1) sl wo nodther are prasently nor wil in future avall of finanalal assistance from anolber NGO or any olher source, for the same palient/'case, B8 we se
requasting to get from Koshika Foundation, 1o the exfent that such assistance is granted by Koshika Foundation, If the requested sssistancs i nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves iUs righl to make up the shartfall from anothar NGO or any other seurea. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patlent/case from any alber NGO or any olher source.
2} Tha assistance from Koshikn Foundation |s only financial in natute, The choice af the trealment/procedurs advised/canducted by the Hespital an the
pastiant, 19 based on the mrrangement betwean the patlant & the Hospital, and Is in no way influanced by Koshika Foundation. Hence, the Hospital will
assuma goke & complete responsibilily of the treatment & i's outoome & sefety of the petient, end Koshiks Foundation will have no ole or responsibillly
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