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DECLARATION by APPLICANT. Smmiww gr iy -

1} | herety confirm that all detalls in this Form are True to the best of my kiowledge. fny false stetmrment will render my Application & ongaing assistancs, if any,
ligble for rejecton/cancellation,

2) | solemnly confirm that assistance, if received from Hoshiks Foundation, will be used enly for the “purpose”, a8 stated in this Form, for which such assistance
Wwaa requasied by me.

3) | hersby confirm thal | Rave not & will nol in fulure, gyl of reimbursemant, in pan of in ful, from any other sourcefemployerfinsumnce company, of the amount
for which this assisiance & mguestad
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11 By affixing my signature of thumb impression oo this Form, | (Applicant) hereby ogree & authofise Koshika Foundation and if's Trusiaes 1o
wse/publishipul-upireproduce my name, address, pholo & delalls of the “purpose”, for which such assistance Is requestedigranted, through any
medium, Ingluding but Aat limited 19 verbal, prinl, slectronic, for solicting denations for Kashika Foundation and/or disseminating Infarmation about U's
aclivitiesfachisvamants. Such use of my phota & detalls can be made by Koshika Foundation bafore or after my treatmant ar fulfiimant of the “purposs”™
for which assistance is being requested.

2) | (Applicant) further agres that any such use of my name, address, pholo & datalls of ihe “purpose”, for which such assistance |s requestod/granied,
will pot awlematically antite me for receiving or conlinizing the said assisiance. The decision for granting andior continuing the assistancs will reat solaly
with the Trustees of Koshika Foundation, and their decision is this regard will ba final and acceptable to me
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AGREEMENT by HOSPITAL (wemm £ wim)
By alfizing hereunder, signatune of our Authorised Signiatory for recommending this case/patien! for firanceal agsistance from Koshike Foundalion, we
(Hospital) heraby affirm & accapt following:
1] thist we reithier are presently nor will in future svall of financial assistance from another NGO or any ather source, for the same patient/case, as we are
reguesting to ge! from Koshika Foundation, io the extent that such assistance is granted by Koshika Foundation, If the reguesied assistance 1§ nol granted
by Koshika Foundation, In part orin full, then the Hospital resarves if's nght 1o make Up the shortfall from anather NGO o any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patlenticase from any other NGO ar any other source
2] The sssilance Irom Koshika Foundation is only financial in nature, Thie chales of the reatment/procedurs advisad/conducted by 1he Hospital on (he
palient, is basad on the amangemant betwaan the patlent & the Hospital, and is in no way influgnced by Koshika Foundation. Hence, the Hospitial wil

assumne sola & complele responsibility of the treatmant & iU's cutcoma & safety of the patlant, and Koshika Foundation will have no rola of responatbility
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