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DECLARATION by APPLICANT: #=%F 2 =Y T
1] | heratry confinm thal all details in Ihis Form ara Trug bo the best of my knowledge. Any Talse statement will render my Application & ongoing agsistance, i any,
lizible Tor rectionfcancallation.

2} solemnly confirm That assistance, i received from Koshika Foursdabon, will be used only for Ihe "purpese”, as slated in this Fermn, for which such assigtance
was requested by ma.

3} heeretiy conliem that | have rut & will not in fulure, avail of reimbarsement, i pend o in full, from any cther scurcelemproyerfinsurante company, of the amounl
[or which this assistance is requesled.
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AGREEMENT by AFFLICANT { sww g )

1] By affixing my sigrature or thumb impression on thls Form, | (Appicanly hereby agres & avihotlea Koshlka Foundalion and it's Traslegs o
usefpublish/pLi-upfreproduca my name, address, pholo & detsils of the “purpese”. for which such assistance is requestad/granied, through any
medium, inciuding but nol imited 1a verbal, prinl, electronis, for solicilng donations for Koshika Foundallen and/or disseminating infurmalion aout it's
acfivitiesfachievermanis. Such use of my phole & detalls can be made by Koshika Fourdation Belore or aker my treatment or fulfilment of the “purposa”
for which assislancs s baing requested.

21 I {Applicanty furber agraa that any such use of my nama, address, pholo & detalls of the “purpose”, for which such assistance |5 requesiedigranted,
will nol automatically antilla me for receiving or continuing the sald assislance. The decision for geanting and'or continuing ihe assistance will resl solely
wilh the Trustees of Koshika Foundation, and their declslan is this regard will be fingl and acceptable to me.
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AGREEMENT by HOSPITAL {=e0s g )

By affixing heraunder, signalure of our Authorised Signatory for recommending this case/patient or financial assislanca lrom Koshika Foundation, we
{Hospital) hereby affirm & acoEpl folowing:

1} that we nefther are prsently nor will in futune avall of fnancial assistance from erother NGO or any cibar source, for the same palnlicase, &S we are
requosiing 1o got from Koshika Foundation, to the extent thal such assistance is granted by Kosheea Foundation. If the requested assistance i nol grantad
by Koshia Foundation, in part of in lull, then the Hospital nesarves it's right to make up the shortiall from another NGO or any othar souroe. This
conlinmation essentlafly states Tt the Hospital will pot svall any duphcats assisiance for (he same patient/case from any other NGO of any other source
2 The assistanca from Koshika Foundation is enky fnancial in nature, The cheics of the bealmentprocedure advisediconducted by Ihe Hosplial on ine
palient, is based an the amangement between the paliont & the Haspilal, and & in no way influenced by Koshika Foundation, Hence, the Hospital wil
ageume sole & complete responsibility of the tregtment & iU's outcome & salety of \he patianl, and Koshika Feundation will have no roke or respongibility
in Ihe mattar.
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