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DECLARATION by APPLICANT. FTHSS BT W4T WH:

1] I heraby confirm that &l defalls In this Farm are True Lo the best of my kngwiedge. Any lalza stalement will rondes mry Applleation & cngolng assistance, if any.
liatde for repection'cancellation.

211 solarmnly confirm thal asslstance, il received from Koshika Foundation, will be used onky for the "purpose’, as elaled in this Form, for which such asgigtance

was requested by me.

311 hereby confirtn that b have not & will nal in future, avail of reimbursemant, In pard ar in ull, frpm gy ather source/emmcyeninsurant compary, of ihe amouni

for which his aagistancs |5 requasted.
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AGREEMENT by APPLICANT (3T @ +17)
1) By affiging my sighature or thumb imprassion en this Form, | {Applicant] hereby agres & authorise Koshika Foundation and It's Truslees Lo
usepublish/pul-upraproduce my nama, address, photo & details of the “purpose”, for which such asekstance is requestedigranted, through any
medium, ingluding but not limiled 1a werbal, print, electronie, for seliciing donatiens for Kaoshika Foundalion andfor dissemingting informalion aboul it's
aclivitise/achlevements, Such use of my pholo & delalls can be made by Koshlka Foundalken befare or afier my Weatmant or fulfiiment of Ihe “purpose’
for which assistance is belng requested
2} | [Apphcant} furthsr agree thal any such use of my name, addness, phote & dalafla of the “purpose”, tor which such assislance is requestedfgrantad,
will ot aulematically gnlitle me for receldng or conlinuing the sald assistznce. The decigion for granting andfor continuing ther agshstanca will rest solaly
wilh1 Ihe Trustaes of #oshika Foundation, and their decision 15 this regard will b= final and acceptabla o me.
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AGREEMENT by HOSPITAL {¥=rmd BN =N}

By aMixing hergunder, signature of our Aulharised Signatory for mcmmanding this cese/petiani lor financial assistance frern Keashika Foundation, we
(Hospital) meretry affirm & sccepl foliowing:

1) that we neither are presently nor will i future avail ol Brancial assistance from snother NGO or any other sourcs, o the same patient/case, as we are
requeating 1o pal from Koahika Foundation, io the extant thal such assistance ks granted by Koshika Foundaton. If the requested aseistance is nol grented
by Koalika Foundation, In part of in full, then the Hospital reserves i's right to make up tha shorttall frum ancthar NGO o any other source. This
confirmation essentially siates that the Hospiial wil nol avall any duplicele assistance for the same patlenticase from any othat MGO ar any glher source
7} The sssstance from Koshika Foundation is only finencial in nature. The choice of the ireaimentprocedure advisediconducied by thes Hozpital an the
patier, is bazed on the arangement between the patlent & the Hospital, snd I in no way influenced by Koshika Foundalion. Hance, the Hospilal will
assume scip & complsis responsibiity of the restment & I1's outcoma & safety of the patiant. and Keshika Foundation will have na fote or raspansibility

in the matlar.
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