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DECLARATION by APFLICANT, WITW DM W W

1] | herety confirm that all detads in this Form are True 1o the best of my knowledge. Any false statemaont will render my Application & ongoing assistance, If any,
fable for repectionicanceliafion,

2 | solemnty confirm thal essistance. I received from Koshike Foundation, will be used only for ihe “purposs”, as stated |n this Form, for which such esafstance

wan rquersied by me

3} I'neraty confirm mat | have not & will rof In Ruture, avad of resmbursament, i part o in full, from any other sourcedemployerfinsurance company, of ihe amowunt
fow which this nesisinsce B reguesiied
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AGREEMENT by APPLICANT ( smew g W)

1) By affeing my signatuse or thumb impression on this Farm, | (Applicant) heraby agree & authorse Koshika Foundation and [1's Trustees to
use/publish/put-upireproduce my name, address, pholo & details of the “purpess’, for which such assistance is requestad/grantad, through any
mibdium, including bul not limited lo werbal, print, slectronic, for soliclling donations for Koshika Foundation and/or disseminating information about i1's

activities’achisvemanis, Such use of my pholo & details can be made by Koshiks Foundation before or afier my treatment or fuliiment of the “purpose®
{or which assistance i baing fequesied.

2} | {Apphicant) further agree hat any such use of my neme. address, pholo & delads of the “purpose”, for which such assistance & requestad/granted.
will nal sutamalically anithe me for iecelving o conBinuing ihe sald sssistance. The decision for granting andfor continulng the sssisiance will rast solely
with the Trusiess of Koshiks Foundalion. amd their decision is this regand will be final and accepiabis to me.
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AGREEMENT by HOSPITAL (et 1 %)
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(Hospital) heraby affirm & accopt fallowing: _

1) fhat we nesher are presently nor will in future svall of financial assistance from another NGO or any othar source, for the same patient/case, as we are
reguasting o gol from Kashiks Foundstion, to the axtont that such assistance ik granted by Kowhika Foundation. If the requesied assistance is not grantesd
try Koshika Foundation, in part or in full, then the Hospizal reserves II's right 1o make up the shoritall from another NGO or any ofher source. This
confirmation sssantally states (hat the Hospitsl will nol svall any duplicato ssslviance for the saine patenticase from any other NGO o pny othar source
2} The assistance from Koghika Foundation @ only financial in nature. The cholce of the treatment/procedure advisediconducted by the Hospital on the
patiend, s basad on the arrengement bstwean the patient & tha Hoapital, and s In no way Influsnced by Koshilue Foundalion. Henca, the Hospital will

aszume sole & complets responsibility of the treatmant & If's outcome & sadety of the patlont, and Koshika Foundation will heve no tole or responsibliity
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