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DECLARATION by APPLICANT: sndes g s

1} | hereby confinm that all detalls In this Form are True 1o the best of my knowisdge. Any fRise staiement will rendar my Applicatidn & ongalng assistance, Il any,
lighle for rejection/cancelialion,

2} | selemnly confirm thet assistance, if recelved from Koshiks Foundstion, will b& used anly far the "purpose”, s stated in this Farm, for which such asaistance

was requaatad by ma,

3) | heraby sonfirm that | have nat & will not in fiture, avall of relmbirssmend, in part o in fll, from any other sourcelemployerinsurance company, of the smount

far which thia asslstance Iz requested,
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AGREEMENT by APPLICANT (arics pro =u()

1) By affixing my signature or thumb imaresslon on this Form, | (Applicant) hereby agres & authorise Koshika Foundstion and IU's Trusiees 1o

uselpublish/pul-upirepoduce my name, sddress, pholo & defails of the *purpose’, for which such zssislancs {s raquestedigrantad, through atiy

modium, Including buf not imited to verbal, print, elecironic; for soliciting donations for Koshike Foundation andfor disseminating Information about it's

actlvites/achievements. Such use of my photo & datzlls can be made by Koshlks Foundation bafors or after my restmant or tuifliment of tha Spurposs”
for which ssststance s belng requested.

21 1 (Applicant) further agres that sny such uss of my nems; address, photo 8 details of the “purposs”, for which such essisiznce ia requasied/granted,
will ol autematicilly sitlily ma for recslving or continuing the sald sssistance, The decision for granfing andfor continulng tha essis@ance will rest solely
wlth the Trusisas of Koshike Foundstian, end thelr deckslon is this regard will be finsl end acoeptable to ma.
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AGREEMENT by HOSPITAL (weamm m0 %1%)

By affixing hereunder, signaiura of our Authodsed Signatory for recommending this case/patlent for financial essistence from Koshika Foundstion, we
(Hespital) hereby affimm & soospt following:

1) that we nelther are presently nor will in fulure svall of fnancls! asslstanse fram another NGO or any other source, fof the same patlent'cass, as we ams
requesting (o gst from Koshika Foundation, o the extent that such aselstance |s granted by Koshiks Foundation. If the requesied asslstance is not granted
by Koshika Foundation, In parl or in full, then the Hospital resarves It'e ight to make up the shortfall from anather NGO or any other eource. This
confirmation essentially states that the Hozplital will not svail any duplicate assistance for the same patient/'case from any other NGO or any other sourne;
2) Tha essistance from Kaoshika Foundation is only financial in neture, The choice of the reaimant/procedure advised/conducted by the Hospital on the
patlent, is based on the arrangerment between the patient & the Hospltal, and iz In no way Influenced by Koshike Foundation, Hance, the Hospilal will
gssume sole & complete responaibility of the reatmant & iT's cutcome & safely of the patlent, and Koshiks Foundstion will have no rale or responsibility
in the matier.
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