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DECLARATION by APPLICANT: Swdts g o w=:
1)1 hereby confirm thal all detaitedn this Form are Truo io e oest of my knowisdge. Any faise statomant will rondar my Agplicstion & ongoing assistanca, I ahy,
lishie for rejeciion!eancefiation.

2) | salamnly canfirm thal sssistance, I received from Koshike Foundation, will he used only for the “purposs”, g= sisted in this Form, for which such assisiancs
Wis raquesiad by e,

) | hereby confinm U | Beree not & will not i fulure, avai of rembursement, m part or m full, from ey other soureslemployasinsurances company, of the amon!
for which thig pesistancs & logusstod.
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AGREEMENT by APPLICANT | ssdws gm =01)
1} By affiving my signalura ar thumiz impeession on Ihis Form, | (Applicant) hereby agree & auinorise Koshika Foundation and its Trustees 1o
usapublishpul-upleprodics my name, sddress, phiote & detaiis of the *purpose”. for which such 2ssistanss i3 requestedigranied, fhrough any
medivm, meliding tut not imited 1o veroal, print, glectranic, for soliciting donalions for Koshike Foundation and/ar disseminating information about ICe

activiliesiachievaments. Such use of my phatn & delails can bs made by Koshika Foundatfion before or atar my treatment or fufment of the “purpase”
for which sssisfance s baing requestad.

2} HiApplicant) further agres thal any such use of my name, address, phalo & details of the *purposa’, for which such assistance is requestedfgrantad,
will nt allomatically sntits me for recaiving of continuing the said assistance. The dacizion far arenling sndiar contimeng the assistance will rest salely
with the Trustees of Koshika Foundation, and thalr decision & this regard will be finz! and sccepiatis o ma.
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AGREEMENT by HOBPITAL (&wAs g wam)
By allixing hereundar, signature of sur Authorised Signatory lor fecommending this cRzafpalient for linancal assistance from Kaskika Foundafion, we
(Hospital) heraby affirm & sccent fallgwing:
Ththat we neither are prasently nor will in Juture avail of Tinancial desistance from snother NGO of mity other source; for the same patienticasa, ae we sro
requesling to gel from Koshika Foundation, to the extent et such assislance is granied by Koshika Faundation. Il the requasted assistance ts nol ranlod
by Moshika Faundatian. in part or In Wll, sen the Hospital reserves (s right 1o make up the shortfall from another NGO orany other sautea, This
confirmation essantially alates thal the Hospita! will not avall any duplicats sssistance for fhe sama patienticase from any othar NGO or any other eaures;
2) The assistance from Koshika Foundalon ks anly fnancis in nature. The choice of the restment/pronedure adyvisedicondysted e thiz Hospital on the
patlent. Is based on the arrangsment between the patient & tha Hospital, and i in no way influenced by Kosiika Foundation. Hance, the Hospital will

assume foe & compiale responsiility of the reatment & if's outcome & salely of the patiant, and Koshika Foundation will hayve no role or responsibiliy
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