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DECLARATION by APPLICANT, WHITW T Wy wx;

1) 1 hewby confirm that all details i (His Form are True to the best of my knowleoge. Any false statement will rander iy Application & brgoing assistance, if any
liable fof rjechon/cancelalion,

&} | solemnly confirm thal assistance, if receved from Hoshika Foundation, will be vsed only for the *purpese”. ag stated in this Farm. for which such sssistance
with requisied by me.

3) 1 hereby confirm hat | have not & will not in futue, avall of reimbursement. in partar in full, from any cener sourcele mployerissurancs company, of the amount
Tl witibch s @ssstnres 5 regiiesbed

1) # e R W R R R e e R el S e s wy o dooft e Pene o we s wre s & S s Fow o o et #

3 ¥ gy 2w o s v A w L T T e S s il R e s m W S wom

3) A ufee et f B P e vy o owdn ®) ol £, ool o e @ s e el s s treeds w8 o e d ol s @ ol d o
AGREEMENT by APPLICANT 3pitnw g0 wt)

1) By affixing my signature of thumb improssion on this Form, | (Applicant) heroby agree & authorise Koshika Foundation and It's Trustees 1o

use/publishiput-upireproduce my name. address. photo 8 datails of the "purpose”, for which such assisiance ls rquestadigranted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donalions fo Koshika Foundation andior disseiminating information about ir's

activiies/achisvements. Such use of my pholo & delaifs con be made by Koshika Foundation before or after my treatment or fuffiment of the “purpose”
for which sssistanc i baing requatiod

21 (Applicant) further agree that any such use of my name, address, photo & details of the “purpose” for which such assistance it requestedigranted
will riot automatically eatitle me for recalving or continuing the sald ssmistance. The decision for granting and/or conlinuing the sssistanca will rest:solaly
with the Trustoes of Koshika Foundifion, and iheir dacksion is this regard will be final and accoptatle t& me
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AGREEMENT by HOBPITAL (i 3m )
By affing fersunder. signaiure of our Authorised Signatory for recommanding this casa/pationt fior Tiraricial ssistance from Koshika Foundation, we
(Hospital) hereby alfirm & sccept foliowing:
1) that wie reithie are prosently nar will in future evail of financisl sssistance from another NGD o other source, for the same pofient/case, a5 we sre
muuﬂ'lqhi'.'lllmmmem.bhnmlhlmnmilwmwhmgﬁmum If the roguesied assistance is nol granted
by Koshikie Foundation, in part or in full, then the Hospital reserves I1's right to maki up the shomisll from anather NGO or sny olher source. This
confirmation essentially states thal the Haspital will not avall any duplicate assistance fyr the same pativnicase from any ciher NGC or any other source
2} Thiz assistance from Hoshika Foundation is only financial in natyre. The choice of the (reaiment/procadurs advisodiconduciad by the Hespital on the
patimnt, s based an the nrangement betwesn the patient & the Haspial, and |s in no way influenced by Koshika Foundation. Hance, the Hospltal will

essume soie & compledte responsaility of the freatment & it's ouicome & safety of 1he patient, and Koshike Foundation will have no roie or nesponsibility
in the maltter,
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