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DECLARATION by APPLICANT. SMITE T shvoy o9:

1)1 Pty confinm that il details in this Form are True o' the best of my krowledge. Any false stalement will render my Applicalion & angoing assistance, if By,
Tk for releclionlcanciliation

Z) | soiemnly confinm that pssistance, i received rom Koshiko Foundation. will bis used only For the "purpose”, as stated iy this Form, lor which such sssiance
wins requosied by me

3y Iheraby condirm thit | Fave oot & will nat i lubure, avail of reimburssmsnd, in pan or in ful, from any othar sourcalemplayeninsurance campany. of e amoutt
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1) By affiung my signatuie or thumly impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trusiees to
uso/publishiput-upirepreduce my rame, address, photo & details of the “purpass”. for which such assistance |s roquestedgranted, theeugh any
medium, nchuding bul not hmitad fo varbal, prind, elecironio, for soliciting donations for Koshika Foundation andior disseminating informalion aboul il's

schvilicsiachievements Such use of my pholo & detals can ba made by Koshika Foundation befare or altar my treatment or fulfiiment of the *purposa’
for which assistance is being roquesiod.

2} | {Apglicant) further agree that any such use of my name. sddress, photo & detnils of tha "purpose”, for which such assiEiance i requesledigranied,
will nal autamatizally enlille me for recefdng or conlinuing the said assistanca. The declsion for granting andfor continuing the essistance will resl solely
with thi Trustees of Koshia Foundation, and their decision is this regard will ba fingl and aceeptable Lo me.
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— AGREEMENT by HOSPITAL | gemm @0 %71
By aflizing herewnder, signature of our Authonsed Skgnatory tor recommending this casaipatient for financial essistance from Koshika Foundation, we
(Hio=pital) hereby affirm & sceept following.
1) that we nelther are presently nar will in luture avall of financial assistance Irom anather NGD or any other source; for the same patienticase, s we are
requessting |a gl from Koshiks Foundation, to thi extent thal such assistance is granted by Koshika Foundation, Il the requested assisiance Is nod granted
by Koshika Foundatian, in part or in full, then the Hospital reserves It's rght to make up the shortfall from another NGO or any other source. This
confirmation essenally stzles thal the Hospétal will not avail eny duplicete assistance for the same patienticase trom any other NGO o any olher source,
2) The assistance Irom Koshéka Foundation is only finantial in nature, The choice of the lreatmentiprocedure advisediconducted by the Hospital on the
patient, i based an the srangement betwesn ihe patient & the Hosplial, snd is in no way influsnced by Koshika Foundation, Hence, the Hogpital will

assume sole & complele responsibility of the restment & s oulcome & safely of the patient, and Koshika Foundation will bave no role or responsibility
in the mttor.
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