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DECLARATION by APPLICANT: SECE A0 WMo W:

1) | hereby confirm et ai detals in this Form are True to the best of my knowlodge. Any false statement will render my Application & ongolng assistance, it any,
lizstsbes for rejectionfcanceliation

2) | sclemnly confirm that assistance, if received from Koshike Foundation, will be used only for the “purpose”, as stated In this Form, for which such sssistance
wias requested by me,

3) | hereby confirm fhat | have not & will not in future, avad of reimbursement. in part or in full, from-any ather sourcalemployerinsurance comaany, of the amournt
for which this assistance is requestad.
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1} By affiping my signeture or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and it's Trusioes to
uselpublishiput-upireproducs my name, address. photo & delails of the *purpase”, for which such assistance is requesied/granted, through any
medium, including but not fimited 1o verbal, print, slactronic, for soliciting donations for Koshika Foundation and/or disseminating information about It's

activities/zchievernents. Such use of my photo & delalls can be made by Koshika Foundation belore or after my trealment or fulfiiment of the “purpose”
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will not automatically entitie me for recalving or cantimuing the sald assistance. The decision for granting and/or conlinilng the assistance will rest solely
wilh tha Trusiess of Keshika Foundation, snd thalr dacigion i this regard will be final and acceptable (o me.
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AGREEMENT by HOSPITAL (weme g %)
By affixing hareunder, signature of our Authorised Signetory for recommanding ihis case/patient for financial assistance from Koshika Foundation, we
{Haspitai) hereby alfim & accepl following:
1) that wa neither ore presently nar will in future avall of linancial sssistance from another NGO o any othar source, for the same patient'case, as we are
requesting io gal from Koshika Foundation, o the extent that such assistance is granted by Koahlka Foundation. If the requestad aesistance is not grantad
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to maks up the shartfall from ancther NGO or any ofher source. This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the sama patient/case from any other NGO or any othar soure
7] The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patiant, |& basad on the arrangement betwesn the patient & the Hospital, and isin no wey Influsnced by Koshika Foundation. Hanca, tha Hospital will

aselima sole & complets responsibiiity of the treatman & I's culcome & safely of the patient, and Koshika Foundation will have no rcle or responsibility
in th mattas
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