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DECLARATION by APPLICANT, e grg ey v

411 heraby confirm that il detalls in ths Fom are True ta the besl of my knowledge. Any falze statement will render my Apglication & ongaing assistance, if any
liabla for rejectionicancalation.

2} solemnly confirm that assislance, if received fem Koshika Foundation. will be used onty lor the “purpase”, as slated I this Form, for which such assistance

was requesled by me

%) 1 PEreby confirm that | havd nol & will ngt in Future avail of raimbursement, i part or in full, frem any other saurcalemEoyeringaance company, Of the amaunt

fgr which this assistance |8 requested.
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AGREEMENT by APPLICANT { st g FI)

1) By sflialng my signalura of thumb Imprassion on this Form, | {Applicant} hareby agraa & authorise Koshika Foundatlen and it's Trustess ko
uselpublishipul-upfreproduce my name, address, phato & delails of the "purpose”, for which such aesislance is requestedigranted, thraugh any
medium, including bt not limited 1o verbal, print, glectranic, for sallciting donatians Tor Koshiks Foundation andior disseminating Informalion about it's
acdiviliss/achigvements, Such use of my photo & details can ba maoe by Koshlka Fourddation before or after my Ireatment of fulfiment of the "purpose”
for which Bssistance is being requesied

2) | (Agplicant) furthes agres that sny such use of my nams, addiess, pholo & datalls of the *purpose’, for which such assistance is requastedfgranied,
will not automatically antitle me for receing or cantinuing the said assisisnce. The decision fo granting andfor canlineing he assistance will past solaly
with [he Trustees of Koshika Foundation, and thekr decision is this megand will ba final and sccaplable to me,
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AGREEMENT by HOSRITAL (¥%r g W)

By affixing hereunder, signature of our Authorised Signatery for recommeniling hiz casefpaliant for financial aseistance from Kaghika Foundalign, we
{Hospital} harety afim & accept tollowing:

1} thal we neither are presently nor will in luturs avail of inancia! aasistanca from enclher NGO or any oiher source, for the same patienlicase, 85 we are
requesting to gat from Kashika Foundation. lo the extent thal such assistance ls granted by Koshika Foundation. Il the requested assstance is net granted
by Koshika Foundation, in part or in full, then the Hospital reserves il's ight to make up the shorfall from anather NGO or any othar saurce. This
confirmation essentialty stales thal the Hospital will nol avail any duplicate assistence for Iha same patleni/casa from any olher NG of any other source
2) The agsiztance from Kashika Foundation is only financial in nalure. The choica of the Ireatmentprocedure advissdiconducted by the Hespital on ihe
palient, is based on the arengament pefwesn the patient & the Hospital, and ig In no way inllvensed By Koahike Foundalion, Henea, the Haospital will
mssyume sabke & complete responsibility of the trealment & [f's outcome & salety of the patisn, and Koshlka Foundation will have ng role or responsibibty
in the matler.
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