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DECLARATION by APPLICANT: #m® BFT sihyer 79

19| hereby confim thal all detads in fhis Foem are True (o the basl of my knowledge. Any false stalement wil render my Application & angoing assist@nce, T any,
[iabwe for rejecticnicancellstion.

21 b splemnly confirm hat essistance, If recmived from Koshika Foundation, will be used only for the “purpose”, as slated in 1his Form, for which such essistance
was requested by ma.

3§ | hereby confirm thal | have nat & wiil Pl 0 fulure. avail of reimbursement, in part of o full, fram any atber sourcelempeyeninsurance company, of ihe amount
{gr which this assistance s requesled

|_1ﬁ'mmﬁﬁmmﬁﬁﬁnﬂnﬁmﬂfrmrﬁi‘mmqﬁvﬁtm&ﬁﬁmvwmwm%ﬁﬁﬁwﬁm:ﬁwmiu

:1ﬁmﬂmﬁ“ﬂﬁmm‘,ﬂﬁmmi_mmﬁﬂwaﬁqﬁﬁmmm_ﬂ?wuﬁqﬂwwh

3]'ﬂgﬂEEFE'IEﬁﬁﬁﬂmﬁw!‘rﬂT??f?lii.ﬂﬂwmmmﬁmﬁﬁmﬁmﬁ'ﬂhﬁmmiii?ﬁm%#z?ﬁmﬁﬁ’m
AGREEMENT by APPLIGANT | spies £1 +77)

1} By afflxing my signalure of thumt impression on this Farm, | (Applizant) hereby agres & authorise Koshika Foundation and il's Trustees 10
useipublishiput-upirepraduce my name, address, pheoto & details of iha “purposa”, for which such assislance is requesiedigranted, thiough any
medium, ingluding but ret imited to verkal, print, lectonic, For soliciting donaliona lor Koshika Foundation andior disseminating Infermation aboul it's
aclivilies'achievements. Such use of my photo & details can be made by Koshika Foundaiion befere or after my treatment or fulfilment of the "puUrpose”
for which assslancs & being requesied

2} | {Appiicant) lurther sgree (hat any such uge of my name, address, photo & detalls ol the “purpose”, for which such asslstance is réquasiedigranted,
will not sutomatically entile me for receiing of continuing the said assistance, The decision for granling andier continuing the assistance will rest solely
whs tha Trustens of Hoshika Fourdation, and their decision is this reqard wili be final and acoeptable to me.
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By affixing hereunder, signature af our Authotized Signatory for recommanding this caselpatient lor financial assistance from Koshika Foundalion, we
{Huspital hereby affirm & accept lnlowing:

13 that wa neilner are presenily nar will in future avail of inancial assistance from anglhar NGO or any other source, for the same palienticase, as we a1e
requesting 1o get from Koshika Foundation, to the exlenl thal such assistance 1 grented by Koshika Foundation, 1f the requasted assistance is not graned
by Koshika Foundation, in part o in full, then the Hespital reservas iUs right 1o make up the shortfall Irom another NGO or any gther scurce. This
confitmation essenlially states thatl the Hospital will ned 2vail ny duplicate assistance tor the same patienticase from any wthar NGO or any olher source
# The assistanca Irom Koshika Foundaton is only financial in nature. The choice ol the trealmentprogadure advised!condugted by the Haspital on the
patiant, is based on the arangement bebwaan the patient & the Haspital, and is in no way infiuenced ty Koshika Foundation. Henge, the Hospital will
assume sola & complale responaibility of the treatment & it's putcomse & salety of the patient. and Koshika Foundation will hava no mle of respensibility
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