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DECLARATION by APPLICANT: TS gy wivm 4:

1} | heraby cordiom thet &l detalls in this Farm are Tree to the best of my knowledge. Any false statemeant will render my Application & angeing assistance, Ifany,
liabte for rejection/cancellatbion. ) .

2} | solemnly confiem that assistance, if recelved from Koshika Fourdstion, will be used only for the "purpose”, as stated |n fhis Form, for which such assistance

was requasted by ma.

3} | heraby confirm that | have not & will not in future, avall of rebmbursement, in part or in lll, from any other sorcelemployerinsirance company, of e smount

far wehich this-assistanoe s egussted.
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AGREEMENT by APPLICANT (siams g %iR)

1) By affixing my signature or thumb impression on this Form, | (Applicent) hereby agree & authorise Koshika Foundation and it's Trustees to
usafpublishipui-up/reproduce my nama, address, photo & detalls of the “purpose”, for which siich asslstance Is requestad/granted, through sny
madium, including bul not Bmited te verbal, prinl, slactranic, lor sollciling donations for Koshika Foundation and/or disseminaling information about ity
artivilies/zchievamants. Such use of my photo & details can be mads by Koshlika Foundation bafore or aftar my treatment or fulfimant of he “purpose”
for which assisiance is being requastad.

2 | (Appilcan) lurther agree that any such use of my name, address. pholo & datalls of the “purposs”, lor which Such asslslance is requested/granied,
will net automaticatly sniiie mo for recelving or continuing ihe said essistance, The decision for granting andior continuing the assistance will rest zolaly
with he Trusiees of Koshika Foundation, and theii declsion 18 this regard will ba final and acceplable o me,
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AGREEMENT by HOSPITAL (F=/mA 30 F0)

By afiixing hereunder, signalure of our Authonsed Signatory for recommending this case/patienl for financial assislance (rom Koehika Foundalon, we
(Hospital) herety affem & accept following:

1) that we nelther are presently nor will in future svall of financial assistance from another NGO or any other source, for the same patienl/cass, ad we are
raguasting to gel from Koshika Foundatlon, 1o the extent tha! such assislance is granted by Koshika Foundation. If the requesied assistance |8 not granied
by Koshika Foundation, In part or in full, then the Hespital reservas it's rdght to make up the shorifall from anather NGO or any other source. This
confirmation essantially states thal the Hespital will not avail any duplicete assistance for the same patlentcase from any other NGO or any ofher source.
?) The sssistance from Koshika Foundatien ks only financial in nature. The cholea of the treatmentiprocedure advised/conducted by the Hoepital on he
patient, is based on the armangamen! batween the patiant & the Haspital, and s in no way influenced by Heshike Foundation, Hence, the Hospital will
ssqumme sole & complale responsibiiity of the reatment & IF's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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