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DECLARATION by APPLICANT. STHTs Tm wiwm w9;

1) | histedy condirm ihal 88 detalls in Sis Form are True (o the best of my knowiedge. Any false statement will render my Application & oegoing assistance, |f any,
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AGREEMENT by APPLICANT (== g 51)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshike Foundation and if's Trusiees to

usadpubishipu-upreproducs my nama, sddress, photo & details of the “purposs”, for which such assistance ks requesisd/granted, through any

madium, ncluding bul not limited 1o verbal, prnt, electronic, for soliciting donations for Keshika Foundation and/or disseminating information aboul i's

activities'achievaments. Such use of my pholo & details can be made by Koshika Foundation before or after my reatment of fufliiment of the “purpose”

for which asgsiEncs /s Deng requered.
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will not outomatically antifle me for receiving or continuing the said assistance. The decision for granfing and/or confinuing the essistance will rest solely
wilh the Trustess of Koshika Foundation, and thelr decis:on s this regard will ba final and acceplable 1o me.
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1] that we reither are presontly nor will in future oveil of fnancial rssislance from another NGO or any othar source, for the same patisntcase, s we are
requesting (o get from Koshika Foundation, to the extent that such assistance = granted by Koshika Foundation. T the requested assistance & not grantad
by Wnshike Foundadion, in par or in full, than the Hospital resarves it's right to make up the shortfall from another NGO or any other source, This
confirnation essentially stales that the Hospital will nol avall any duplicate assmtance for the same patient/casa from any other NGO or any oiher source
) The saslgtsnce from Koshilka Foundation is only financial in nature, The cheice of the realimenyprocedurs advised/conducied by tho Hospital on the
patent, ks based on the arangement between the patlent & the Hospital, and Is in no way influenced by Koshia Foundation. Hence, the Hospital will

ansume sole & complalo responsibility of the theatmant & it's outcome & salely of the patient. and Koshiks Foundation will have no role or responsibility
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