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DECLARATION by APPLICANT: wiew o oy 75;

1} | bereby confirm that 2l detais in this Feem are True to the best of my knawledge, Any false siatoment will render my Application & onguing sssisiance, ({ any,
liatile for rejection/canceflation.

2} | solemnly confirm thal assistances, I recalvest from Koshiks Faundation, will be used enly for ihe "purpose”, as stated in This Form, foe whick such sssistance

was requastad by me.

311 reraiy confiem thel | have not & will not i future, il of fesmbursamant, in part orin full, from any other sourcefamHoyaninsurance company, ol ihe amount

for which this sssistonce is roquestsd
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AGREEMENT by APPLICANT (e g0 %)

1) By affizing my signature or thumb impression on this-Farm, 1 {Agplicant) heraby 3gres & authortss Koshika Faundatiar and s Truslees to

usalpublishifiut-upiréproduce my name, address, photo & datals of the “purpose”, for which such asslsiance i requostedigraniad, fhrough any

rredium, incliding but not limited 1o verbal, print, slectronie, lor seliciling donations for Koshika Foundation andior disseming ting information about Il's

setlvitieztachievements. Such use of my photo & details can be made by Koshika Foundatian balets or sfer my {reatmaent or fulfiiment of the ‘purposa”
for which assistance |5 baing requesied,

2) I {Apphicant) further agras that Bny such s of my nama, address, photo & datalls of the "purpose”. for which such sssistanne ia raquesiadigranted.
wiil not autematically entltle me far recelving or continuing the said assistancs. The decision far granting and'er continuing the ssslstance will rest solely
with ther Trustzes of Koshlka Foundation, and thelr decision is this regard will be final and acceplable to me
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AGREEMENT by HOSPITAL (gwsme o i)

By affiing hareunder, ssgnature of cur Authorisad Signatory Tor recommanding this casa/patiant for financial asatatance from Koshiks Foundalion, we
{Haspital) hereby affirm & acespt following:

1} thal we nieither are presently. nor will [n frlure avall of finsncial assistance from anathar NGO or any other source, for the same patianticass; as wo gre
requesting Lo gel from Koshika Foundatlon, to the extant that such assistance i granted by Koshika Foundation. If the requesied assistance i= not granied
by Koshika Foundation, in par or in full, then the Haspital reserves (t's right to make up the shortfall from another NGO or any ather source, This
confirmation sssantially states that the Hospltal will not aval any duplicate assistance ior the same patisnifcaga from any other NGO ar ainy olher source.
21 The asslstance from Koshike Foundation is only firancial in nalure, The chaice af the traatmentiprocedure advisediconducted by the Hospital on tha
patient, |8 rased oh the arrangement betwean thi patiant & the Hospital, and is in no way Influenced by Kashika Foundation. Herca, tha Hosplial will
assume sole & complets responsibility of the treetment & it's auteoms &L satety of the patienl, and Koshlka Foundation will have no rale or responsibility
1 tha matter,
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