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“PURPOSE" for REQUESTING ASSISTANCE:
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DECLARATION by APPLICANT: STTF T w7 =7;

1} | hereby confim that all cetsils in this Form are True fo the best of my knowledge. Any false stalement will render my Application & ongoing assislance. if any.
limbie Tor rejection/cancefiation

2} | solemnly confirm ihat assistance, f mosived rom Koshika Foundation, will be used only for ihe “purpose”. as stated in this Form. for which such aussistance

wins requested by me

3) | hareby confirm that | have not & will not in fulure, avall of reimburssmaent, in part or o full, from any offer sourcefemployerinaunsnce company, of the amount

for whech s nssitance (8 requested
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AGREEMENT by APPLICANT | sses W v

1) By affixng my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundabon and it's Trustess o
wue/publish/pul-up reproduce my name, addriss, photo & detally of the "parpose”, for which such assslance s requestod/grantsd, theough any
medivm, inclading but fot Emited to verbal, print. &lectonic, for solicting donations for Koshika Foundation andior dissaminating information about it's
aclivitles/schievemants. Such use of my pholo & dolails can be mada by Koshika Foundation before or after my treatmant of fulfiimsnt of the “purpose”
for which assistance s being requesiod

2] | (Apphcant) luriher agree that any such use of my name, address, pholo & detalls of the “purpose”, for which such assistanos is requasted/granied,
will nol automatically entithe me for receiving or continuing the sakd assistance. The decision for granting and/or conlinuing the sesistance will rest solaly
with tha Trusteas of Kashika Foundation, and their decision is this regard will be final and acceptable o me
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AGREEMENT by HOSPITAL (wesmm g W)

By alfixing hereunded. signature of sur Authorised Ssgnatory for recoammending this case/patient lor Bnancial assisiancs from Keshika Foundalion. we
{Hospital) heroby affim & accept foliow|ng:

1) that we naliher sre pressntly nor will |n lulure sval of nanclal assktance from anather NGO or any other scurce, for the suma patent/case, os we ore
requesting to get from Keshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. if the requested asssstance is not grantes
by Koshika Foundation, in part o |m full, then tha Hospital reserves it's right io make up the shortfall from another NGO or pny ofher source, This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other scurce.
71 Tha assistance from Koshika Foundalion (s only financial in neture. The choics of the treatment/procedumn advisad/oonducied by the Hoapital on the
patient, is based on the arrangemant batwean the patient & the Hospstal, and is in no way nfluenced by Koshika Foundation. Hence, the Hospital will
assuma sola & complele responsibility of the treatment & ICs outcome & safety of the potient, and Koshikn Foundation will have no mbe or maponsibility
in the mater.
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