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DECLARATION by APPLICANT: SR TRT Siwon 9:

1) | hareby confirm fFat all detalls in this Farm are True o the bast of my knowledge. Any false statermant will render my Application & ongoing assistance. if any,
fiable for rajection/cancellation

2} | soleminly confirm that asaistence, | recetvied from Koshika Foundation, will be used only for the "purpose”. as stated in this Form, for which such assistance
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1) By affixing my signalure or thumb impression on (his Form, | {Applicant) hereby agrae & authonse Koshika Foundation and it's Trustees 1o
ussfpublishipul-upireproduces my name, sddress, photo & detalls of the “purpose”, for which such assistance ls requesind/granted, through any
medium, including but not limited 1o varbal, print, slectronic, lor soliciling donstions for Koshika Foundstion andior disseminating information aboul it'd
pctivities/achiavamanis Such use of my pholo & details can be made by Koshiks Foundation before or after my treatment or fulfiiment of the “purposs’
for which sssuilance s being requestod.

2) | [Applicant) further agres that any auch use of my name, addrass, photo & detaile of the "purpose”, far which such assistance is requested/granted,
will pot automaticaily entitle ma for recaiving or continuing the said asslstance. The decision for granting andfor continuing the assistance will rast solaly
with the Trustees of Koshika Foundation, and thir decision ik this regard will be final and acceptable 10 me
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By affixing hereunder, signature of our Authorized Signalory for recommeniting ihis case/patient for financial sssistance from Keshika Foundation, we
(Hospital) haraby offirm & accapt following:

1] that we naither ane presently nor will in fulure sl of financis essistance from another NGO or any other source, for the same pabiant'cass, as we ane
reguasiing to get from Koshika Foundation, o the sxtent ihat such assistance is granted by Koshika Foundation. I the requesied assistancs i not granied
by Koghika Foundafion, in part or in full, then the Hospital reserves it's right 1o malke up the shortfall Inom anatkar NGO or any othér sourcs. This
confirmation essentiolly stotes that the Hospital will not avall any duplicate assistance for the same patient/case from-any other NGO or any othar spurce
2) The assistance from Koshika Foundation s only fingncial in nature. The choice ol the reatmentprocedure advised'conducied by the Hospital an tha
pathent, s based on the amangemant batwasn the patient & the Hospltal, and s in no way Influenced by Koshika Foundation. Hence, the Hospital will
assume sole A complete responsitliy of the restment & Its outcome & safely of (ha pallent, and Koshika Faundalion will have ng rofe of responsibility
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