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DECLARATION by APPLICANT, 1T g s

1] | harety contirm that o dotails in this Form are True o the best of my knowledge. Any false statement wil render my Application & ongoing assistance, If any,
fEnia lor resactionfcanceliation.

2} | solemnly confirm that mssistance, # recelved trom Koshika Foundation, will be used only for ihe “purpose”, as stated in this Form, lor which such ssuistance

was requesied by me

3} | herety cone el | have not & wil| not in fetire, avall of resmibursement, in parl of n full, from any other source/smployerinsurncs compnny, of the amount

for which this assistance is requestod.

1) & i wom f fe g w3 el v i e S el  se e T we i il fern oF e s ow W b o 30 s o W w e )

3) G g W e e st wretwe® 3 o o oft B wne wodw ash s o il o Sl faom i, ot vmoares o w oo

1) & ofe s § fE fam wwew g o we 9 of 4, 9 ofe = s w sew e fh o s el @ 3w fem # sy @ ofem 3

AGREEMENT by APPLICANT | 0828 pu #1)

1) By affiming my signature of thumb impression on this Form, | (Applicant) hereoy agree & auinorise Koshika Foundation and it's Trusiaes 1o
uselpublishiput-upreproduce my nama. address. pholo & details of the “purpose’. for which such assistance is requesied/granted, through any
o, including bt not lmied to verbal, print, electronic, lor soliciing donations lor Koshika Foundation and/or disseminating information about it's
actihies/achievaments. Such use of my pholo & details can be made by Koshika Foundalion balore or after my treatment or fulfilmant of the “purpose”
for which assisiance s Dewng requesiad

2) | (Appecan) furiver agres that any such use of my name, address, photo & delails of the “purpose”, lor which such assistance & taquestadigianted,
will nat automatically entitle me for receiving of continuing the said assstance. The decision for granting andior continuing the assistance will res! solaly
with e Trusiess of Koshia Foundation, and thelr docision is his regard will ba final and acceptable 1o me
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reguesting 1o gat from Koahiks Foundation, 1o the extent that such assistance is granted by Koeshika Foundation. If the requesied assistanos s ot granted
by Koshlua Foundation, in pan of in full, then the Hospital resarves Il's righ! 1o make up the shartfall from anathet NGO or any olher source. This
confirmaton essendially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or ahy other solroe.
2) The assistance from Moshika Foundation i only financial in nature. Tha cholee of the trestment/procedure advisediconductad by the Hospital on the
patanl, is based on ihe sTangement betwaen the patient & the Hospital. and is in na way influsnced by Koshika Foundation. Hence, the Hospitsl will
assurne sole & complels responaibility of the treatment & 1's oulcome & safety of tha patient. and Koshika Feundation will have no role or responsibility
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