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DECLARATION by APPLICANT: S XI Siwom

1) | harety confirm ihat all detalls in this Form are True to the best of my knowledge. Any false staternant will render my Application & cngoing assistance, If any,
lighle for rejectonicancellation,

2) | solemnly confirm that sssistance. if recelved from Koshike Foundation, will be used only for the “purposs”, as staled In this Farm, for which such assistance

was requesied by me,

A) | horeby conlirm that | Rave ol & will nol in fulune, avail of reimbursement, in pan or in ull, from any ather source’employerfinsurancs company, of the amounl
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11 By afficing my signature or thumb impression on this Form, | {Applicant) hereby agree & suthonsa Koshika Foundation and I1's Trusiess 1o

use/publishiput-up/reproduce my name, address, phato & detalls of the *purpose”, for which such assistance Is requested/granted, through any

madium, including but nat limited 1o verbal, print, slsctronie, for soliciting donations for Koshika Foundation and/or disseminating information about It's

aciivities/achiavements. Such use of my pholo & details can be made by Koshica Foundafion bafore or after my freatment or fuliiment of the “purpose”
for which assistance s baing requesied.

2) | IApplicant) further agree that any such use of my name, address, photo & detalis of the “purpose”, for which such assisiance is requestedigranied,
will not sutomahcally entitle ma for receiving or continuing the said assislance. The declsion for granting and/or continuing the assietance will rest solaly
with e Trusiees of Koshika Foundation, and thelr decision |s this regard will be final and acceptable to me.
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (7emm g0 %)

By offixing hereunder, signature of our Authonsed Signatory for recommending this case/patient for lirancial assistance from Koshika Foundation, we
(Hospltal) hereby affirm & accept fallowing:

1) that we nailher are presantly nor will in future avail of financial aesistance from another NGO or any other sourca, for the same patient/cases, 85 we ane
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance |3 not granied
by Koshika Foundation, in part or in full, then the Hospital reserves if's right to maka up the shortfall from another NGO or any othar sourcs. Thie
confirmation essantially states that the Hospital will not avall any duplicate sssistance for the same patient/case from eny other NGO or any other source
2) Ther assistance from Koshika Foundalion is only fingncial in nature, The choice of the reatment/procedure advised/conductad by the Hospital on (ha
patlent, is based on the amengement between the patient & the Hospital, and s in no way Influenced by Koshika Foundation. Hance, the Hospital will
assuma sole & complets responsibility of the freatment & i1's outcome & safsty of the patient, and Koshika Foundstion will have no role or responsibility
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