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DECLARATION by APPLICANY: STTw BT Siwes w;

1) | herety confinn thal sl detads in this Fonm are Tros (o the best of my knswledga, Any false sistament will render my Applicalion & engoing assisiance, if any,
Tishle for rojectordcanceiotion,

2) | solemerly confirm that assistoncs, I recsved from Koghlka Foundation, will be used anly lor te “purpose”, oo siated in thiz Form, for which such assisiance
winh requeshor by me.

3) | heraby confirm aal | have nal & will not in Luture, 2ved of relmbursement, In par or in hul, from any ofher sourca/amployes/insumnce company, of the
for which this paslutance is reguestod
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AGREEMENT by APPLICANT (syies gn w07)

1) By affoang my sigraturs or Mumb imprassion on ds Form, 1 (Applicant) hareby agres & suihorse Koshike Foundation and it's Trustees lo

usefpublishiput-upfreproduse my namo, addross, pholo & dalail of the “purpose”, Tor whiih such assistance |s roquosted/grantad, through sy

miedium, Including bul not limited 1o verbal, prird, alestronle, for solicting donatians for Koshika Foundalion andlor dissamingting information sbout Bs

aciivitiesfachivvments. Such usa of my pholo & dotalls can be made by Koshika Feundation baefors or after iy treatment or fullliment of the "purpoge”
for which asslstance Is bong requesied.

2) | (Applicant) further agres thal any such use of my name, addreds, phelo & detalls of the "purpose”, for which such nasistance Iy requesiedigranied,

will not mutomatioally entte me for mealving or continuing the sald esclstance. The dacielon for granting andlor continuing the assistance wil rest solaly
with the Truslees of Koshika Foundation, and thelr decision |s this regard will be fing! and acoeptable 1o me.
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AGREEMENT by HOSPITAL {Fwima EI0 win)
By affixing hersunder, signatire of our Authorised Signatory for recemmending this caneipatient for Sinancial sssistance from Moshika Foundation, we
{Hospital) hareby affirm & accept folowing:
1) that we neliher ane presantly nos will n future avall of fnanclal sssistancs from snclher NGO er eny ofhar source, fof the same pallenticase, B we are
requesting to get from Kostilka Foundaticn, to the extent ihot such agaistance iy granted by Koshika Foundation, If the requested assistance is not granted
by Hoshika Foundatian, [n part af In Will, then e Hosplial reservos B's right 1a make up te shorifell frem ancther NGO o any other source. This
gonfirmation essentally states thal the Hoapits! will not avall any duplicate assistance for the same patient'casa from any other NGO or any ofher source.
2) The neslstance from Koahia Foundalion |3 only tinnncial in natiwre, The choloo of the leatmentproceduss advised/conducted by the Hoapltal on the
patisnt, is based on te srmangemant betweun tho patient & the Hospital, and s in ne way infleenced by Koshika Foundation. Hence, the Hospltal will

assume sole & complete responalbiilty of the treatmenl & Its culcame & safely of the patient, and Koshika Foundation will have n role of responaitsifity
in the mager.
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