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DECLARATION by APPLICANT: ST it st W
1) I herely confima that all dedails In this Form are True ko the best of mry knowladge. Any falsa slatement will render my Application 8 engoing assistance, If any,
liable for rajerstionicancellation.

2] | solemnly canfinm thal asslstance, If recabved from Kozhika Foundation, will ba used only for the "purpase”, as staled in this Form, for which such assislancs
was requested by me.

3} 1 herabry confirm that | have nol & will nol in future, avail of ralmbursemant, in part or i full, from any olver sourcefempleysrfinsurance company, of Ihe amoun
Tor which Ihis assistance |5 requestad,
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11 By affixing my signalure of thumb Imprassion on this Form, | (applcenl) heraby agras & arthorles Koshia Foundalion and it's Truslaes lo

vseipublis hipul-upireproduce my name, address, phato & details of tha "purpose”, for which such assistance s requastadigranted., through any
mediurm, including But not limited to varbal, prinl, slecronlc, for sicling donalions for Koshika Foundallen andfor dissemingling informalion about il's
activilies/achieverments, Such use of my photo & details can be made by Koshika Faundation belore or afier my treatment ar fullilment of the "purpose”
tov which assislanse is balng requested.

211 {Applicant) lurther agree that any such use of my name, address, pholo & details of \he ‘purposa”, for which such assistance is requesledigranled,
will nat automalically entifle me for regeiving of continuing the said assislance. The decigion for granling andfor continuing the assistance will resl salely
with lha Trrstees of Koshiks Foundation, and their dacision is this regend will be inal and scceplabla lo me.
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AGREEMENT by HOSPITAL {¥om@ 590 F0)
By affixing hereunder, signature of our Authorised Signatery for recommanding this casel/patiend for financis! assistance from Kastuka Feundatlan, we
{Hospital] herelby affitm & accepl fallawing:
1) that we neilther are presently nor will in futue avail of financial essislance from anolher NGO o any other sourcae, for the same patient'case, 83 Wwe are
requesting 1o get fram Koshika Foundation, to the exient that such assistanca Is granted by Koshika Foundalion, If the requested assislangs is nol granted
by Koshika Foundatlen, i par ar in full, then the Hospital razarves it's righl Lo make up the shartfall from another NGO or any olher source, This
confirmation essentially sisles thal the Hospllal will et avall any duplicale sesislance for the game patianticase fram any ather NGO or any other source
2} Tha assistanca from Koshika Foundation is only financial in neture. The cheice of the trealmentfprocedure advised/conducied by the Hospital on the
patient, ls based on the arrangemenl betwesn The patienl & tha Hospital, and |3 in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sole & complele responsibility of the trealment & e aulcome & safety of the palisnt, and Koshika Foundation wil have no role or responeibihty
in fhe matiar.
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