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DECLARATION by APPLICANT. ¥mitw 0 W wi:
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rejectionicanceliation.

2) | solemnly confirm that assistance, ¥ racelved from Koshika Foundation, will be used only for e “purpose”, as stated in this Form, for which such assistance
was requested by me,

3) | hevaby confiem that | have not & will not in future, avall of teimbursement, in paet of in A, from any other sourca/amployerinsueance company. of the amount
for which this assistance i requesiod
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AGREEMENT by APPLICANT (s¥ce U %0)

1) By affiung my signalure of tumd impeession on tis Form, | (Applicant) hareby agres & authonse Koshika Foundation and I's Trustess 1o
use/pubishipul-up/roproduce my name, address, pholo & details of the "purpose”, for which such assstance is requestodigraniad, through any
medium, inciuding but not imited 1o verbal, print, electronic, for solicling donations for Kostias Foundation and/or dissominating information about it's
actvitios/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiment of the “purpose”™
for which assistance is beng requosied.

2) | (Apphcant) further agree that any such use of my name, address, pholo & details of the “purpose”, for which such assistance is requasied/granied,
will not sulomatically enstie me for recenving or continung the said assistance. The decision for granting andior continuing the assistance will rest solety
with the Trustees of Koshika Foundation, and their docision is this regard will be final and acceptable 1o me
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AGREEMENT by HOSPITAL (wismm o0 W)

By afing horeunder, signaturo of cur Auhonted Signatory for recommending this case/pationt for financial assistance from Koshika Foundation, we
(Hosptal) hareby affirm & acoept following:

1) that we neither are presently noe will in future avad of financial sssistance from anolher NGO or any other source, for the same patienticase., as we are
requasting to get from Koshika Foundation, 10 the extent that such assatance is granied by Koshiks Foundation. If the requesied assisiance is not granted
wmsmmmomu.mnwwmnmnmwwmmmmammm.m.
confemation essentially states that the Hospital will not aval any duplicate assistance for the same patienticase from any other NGO or any other source.
2) The assistance from Koshika Foundation is anly financal in nature. The cholce of the treatmentiprocedure advisediconducied by the Hospdal on the
patient. is based on the smangement betwaen the patient & the Hospital, and is in no way influenced by Koshika Founcation. Hence, the Hospital wil
assume 500 & compioto responsibility of the wreatmant & IU's cuicome & safoty of the patient, and Koshika Foundation will havo no role of responsibility
in the matier.
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