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DECLARATION by APPLICANY. soits pn whees ox;

t)m“MMJMhmrmmmembudmyw Any false statement will render my Application & ongoing assstance, If any,
rejecton/cancoliation.

2) 1 soiemmdy confiem that assistancs, If received fom Koshika Foundation, wil be Lsed only for the “purpose”, as stated in this Form, for which such assistance

was requesied by me.

3) | heraby confinm that | have rot & will not in futwre, avail of rembursement, in part of in full, from any other sourcalemployerfinsurancs company, of the amount
for which this assistance is requested
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AGREEMENT by APPUCANT (s9ies D0 %00)

1) By affiang my signalure o thumb imprassion ca this Form, | {Appicant) heredy agree & authonse Koshika Foundation and it's Trustees 1o
use/publishiput-upreproduce my name, address, photo & dotads of the “purpose”, for which such assistance is requested/granted, through ary
medium, inciuding but not limited o verbal, prinl, sleciron, for soiciting donasions for Koshika Foundation andlor disseminating ivlormation sbout X's
activities/schievements, Such use of my pholo & delals can be made by Koshika Foundation befcre or afler my reatment or fifiiment of the “purpose”
for which assistance is being requestad.

2} | (Appicant) futher agree that any such wse of my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted,
wal rot automaticalty entitie me for receiving or continuing the saic assistance, The decision for granting andior continuing the assistance wil rest solely
with the Trustees of Koshia Foundation, and thew decision is this regard will be final and acceptable 1o me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
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By affixing hereunder, signature of cur Authorised Signalory for recommending this case/polient for financial assistance from Koshika Foundation, we
Hospitad) hereby affem & acoepl following:

1) that we neither are presently nor will in future avad of financial assistance from anothor NGO or any other source, Kir the sama patient/caso, as we are
roquestng 10 get from Koshika Foundation, 10 the extent that such assistance & granted by Koshiks Foundation. If the requested assistance is not granted
by Koshia Foundation, in part o in full, then the Mospital resorves it's nght to make up the shortfall fram another NGO or any other source. Ths
confrmation essentially states that the Hospdal wit not avad any duplicate assistance for the same pasenticase from any other NGO of any other source.
2) The assistance from Koshika Foundation & only fimancial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
pationt, is based on the srrangement Detwesn the pasent & the Hospial, end is in no way influenced by Koshika Foundation. Hence, the Mospaal will
assume sole & complele responsibiity of the reatment & I's outoomo & safaty of the patient, and Koshika Foundation will have ne role of rasponsibilty
inthe matier.
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