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DECLARATION by APPLICANT: STME Z0 WM 99

1} | heretry confirm thatl all detafls in this Form are True io the best of my knowledge. Any false statement will render my Application & ongoing assistance, (f any,
lisbie for retaction/cancellation.

2} | seleminily confirm that assistance, If recefved trom Koshike Foundation, will be used only for the "purpese”, as stated In this Form, for which such assistance
was roguastod by ma

3) | haroby confirm that | have rol & will nol in future, avail of resmburssment, in pe or i ull, froem any other sourcalemployerfinsuranos ompany, of the amount
for which this assistanca 5 reguested.
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AGREEMENT by APPLICANT (ama<w g W)

1) By-affixing my signature or thumb impression on this Form, | [Applicant) hereby sgres & sulhofiss Koshika Foundation and It's Trustaes to
Lsa/publishipul-upreproduce my name, addrass, pholo & detalls of the “purpose”, for which such assistance is reguested/granied, Ihrough any
medium, including but not limited 1o verbal, prinl, efectionie, for solicliing donations for Koshika Foundation andlor disseminating Information about it's

activities/achisvements. Such use-of my phota & detalls can be made by Koehika Foundalion before or sfter my ireatment or fullimant of thae “purpose”
for which assisance (& bEing reguestod.

2) | (Applcant) luther sgrae thal any such use of my name, address, photo & dalalls of ihe “purpose”, lar which such assistance s reguesied/granied,
will not automatically entitle me for receiving or contineing the said assistance. The decision for granting andior continuing the assmtance will rest solaly
wilh the Triuless of Koshika Foundallon, and thelr declsion is this regard will be final and accepiable lo me.
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AGREEMENT by HOSPITAL (wemm 20 i)

By sffiung hereundar, signalure of our Authorised Signatory lor recommending this casefpalien| for nancial assmstance from Koshika Foundation, we
[Hospital) hereby affirm & accept fallowing;

1) that we neitiver ars gresently norwill in future ovall of financial essistance from apother NGO of any other source, for the same patient'caze. as wo ane
requesting to get rom Koshika Foundation, io the-extent thet such assistance is granted by Koshika Foundation. If the requesied assistance & not granted
by Koshika Foundsfion, in part or in full, Ihen the Hospital reserves it's righl to make up the sharttsfl from another NGO or mny other sousce, This
confirmation essenlially states that tha Hospital will not avall any duplicate assistance for the same patient/case from any otter NGO or any other source.
2) The assistance from Koshika Foundalion is only financial in nature. Tha cholce of the irealmentprocedure advised/conducted by tha Hospltal on ke
patient, is based on the arrengemant batween the patiant & the Hospital, and s in no way influanced by Koehika Foundation, Hence, the Hospita wil
assumi sola & complels responsibidity of the raaiment & II's Gutcoma & safaty of the pationt. and Koshika Foundation will have no rakla or responsibility
i ihe matter
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