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DECLARATION by APPLICANT: S =71 W9 7u:

1) I'hereby confinm that all details In this Ferm are True (o the best of my kiowlodge, Any falss statement will render my Application & cngaing assstance, i any,
lizhle for rajection/cancelistion,

2) | solemnly confirm that assistance, f recelved from Koshike Foundation, will be used anly for the *purpose”, as stated In this Form, for which such assistance
was requesiod by ma,

3} | hereby tonfirm that | kave not & will not in'huiure, avail of reimbursement, In pan or in full, frem any ather saurcalemployerinsirance company, of the-amount
far which this assistance Is requested.
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1) By afiicng my signature or thumb imprassion on this Form, | (Applicant) keraby agree & suthorise Koshike Feundatien and 's Trusleesda
usedpublishiput-upireproduce my name, address, photo & details of the ‘purpose”. for which such assistance is requestedigranted, through any
medium, including bul nat limilad to verbal, prinl, elactronie, for solisiing donatians for Koshika Foundation andfor disseminating Information about It's

actlvitlesiachiavemenis. Such use of my photo & details can ba made by Koshika Foundalion before or after my trestment or fuffilmant of the "purpose”
for which sssistance s baing reqguasied.

2} | (Applicant) further agree that any such use of my name, address, pholo & detsils of the "purposa”, for which such essistance |s reguestad/graniad,
will not automalicelly entitie me for receiving of continuing the said assistance. The dectsion for granting andiar confinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision i3 this regard will be final and acceplable to ma,
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AGREEMENT by HOSPITAL (oo pm s
By affixing hersunder, signolure of our Aulhorsed Signatory lor recommending this case/patient for financial sssislance from Koshlka Foundation, we
(Hospital] heraby affirm & socept following;
1} that we neither are presantly nor will In future svall of Francial sssistance from anolher NGO or any othar sourcs, lor the same pallentcase, as we are
recuesting 1 pat from Koshila Foundation, to ine extant that such assistance is grantod by Koshika Foundstion. I the requestad assistanca |s nol granted
by ®oshika Feundallan, In part or in full, then the Hospilal reserves (s right to maks up the shortfall from another NGO or any other =ourca, This
cenfirmation essantially states that the Hospital will not avall any duplicate assistencs for fha sama patient/case from amy cther NGO or any other Solrca.
2] The assistance from Koshika Foundation is only financial In nature. The choice of the reatmentiprocedure advisediconductad by the Hospital on tha
patlant, is based an the arrangement balweasn the patient & the Hospital, and is in no way influsnced by Koshika Foundatisn, Hance, the Hozpital will

essums sole & compiele responsibilily of the trestment & it's oulcoms & safsty of the patient, and Koshika Faundatlan will have na role o responsibility
In the matter,
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