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DECLARATION by APPLICANT, VRS 57 Smop 9

1) I heraby confirm that ail details in this Form are True to the best of my knowledge Any false statement will render my Application & ongring assistance, Ul any,
llable for rejecion/eancallation.

2] | salemnly confirm thet assistance, f recelved from Koshike Foundation, will be used only for the “purpose’, a5 stated In this Form, for which such assistance

was rejuested by me.

%) | hereby confirm triat | Fave not & will nat in future, avail of reimbursement, in part or in full, from any other sourcefemployerfinsurance company, al thi amount

frir wehich this assistancs i requestad.
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AGREEMENT by APPLICANT ( s g %)

1} By affixing my signature or thumb imprassion on this Form, | [Applicant) héraby agras & aulhorise Koshika Foundstion and IUs Trustlees o
usa/publishiput-upirepraduce my name, sddrass. photo & datails of the “purpase”, for which such assistance Is requestedigranted, through any
madium, including but not imited to verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminating infarmation mbout I's
Bolivilies/achievemints, Such uee of my photo & detsils can be made by Koshiks Foundatlon before or afler my treatment of fulliment of the "purpose’
for which assistznce 18 baing reguesied

2) | {Applicant) further agres that any such use of my name, address, photo & detafls of the "purpose”, for which such assistance is requesied/granied,
will mat automatically aniitle mea for recelving or conlinuing the said sssistance, The decision for granting andior continuing the assistance will rest solaly
with the Trustzes of Keihlka Foundation, and thelr dacision is this regand wifl be final and scceptable to me
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AGREEMENT by HOSPITAL (wesmme gm0 3]

By affixing hereunder, sgrture of our Authpnsed Signetary for recammending this casaipatient for financial assistance from Koshika Foyndation, we
(Hospital) hereby &ffirm & accept following:

1) that we meither are presantly nor will in future avall of financhsl assstance from another NGO or any other source, lor the same patienticase, 83 we are
requesting to gat from Koshika Foundation, 1o the sxtent that such assistance is granted by Koghika Foundation. If the requested essistance is nol granted
by Koshika Foundation. in part or in full, then the Hospital reservas it's right to make up the shortiall from anather NGO or any other source. This
onfirmation essantially states that the Hospital will not svall any duplicats assistance for the same patienticase from any othar NGO or any othar SOUrce.
2} The asuistance from Koshika Foundation is only fingncial In nature, The chioice of the ireatmentiprocedure advised/conducted by the Hospital on the
paliant, is based on the arrangement betwesn the patiert & tha Hospital, and |sin no way inflienced by Koshika Foundation, Hence, tha Hospital wil
gusume sole & complete responsibility of the treatment & IU's outcome & safely of the patlent, and Koshika Foundation will havé no role or responsibifity
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