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DECLARATION by APPLICANT. STt TR Wvw T }
1} 1 herely confirm inal all details In this Form @e True o the beet of my knowisdge. Any Iatsa statoment will rendar iy Application & ongoing assistance, if any,
fable for repectionicanceilaton,

2) | wolemnly confirm that assistance. If received from Moshiks Foundstion. will be usad only for the “purpose”. s siatad in thes Form, for which such sssistance
was requosted by me

1)1 hareby confirm thal | hava not & will not In futtre. avall of rembursament, in part of in full, from any other sourcelemployerinsurance compary. of [Fs amount
for which this assistance & requesied
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1] By affocong my signature or thumb impression on this Form, | (Applicant) hereby agree & auihorise Koshika Foundatlon and it's Trusiees 10
use/publishipul-uplreproduce my name, sddress, pholo & details of By “puipose”, lof which such adsistence is requestedgranied, trough any
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activities/achievements. Such use of my photo & detalls can be made by Koshiks Foundation before or aler my trestment of lulfilment of the “purposs”
for which assistance s being requested
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will not automatically entitle me for recaiving or continuing the said assistance. The decision for granting andior continuing the assistance will st sclely
with the Trusiess of Woshika Foundation, and their deciaion is this regard will be final and accaptable 1o ma.
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AGREEMENT by HOSPITAL (wrmm g %ot)

By sifixing hereunder, signaturs of our Authorsed Signatory for recommending ihis case/patiant for financial assistance from Koshéa Foundation, we
{Hoapital) hereby affirm & accep! following:

1) that we nedher are presently nor will in fulure svail of financlal sssistance from snolher NGO or any othar source, for e same patientcass, as we oe
requestng (o get from Moshia Foundation, to the extent that such assistance Is granted by Koshika Foundation, If the requested assistance is nol granied
by Koshila Foeundation, in pan or in full, then the Hospital ressrves ii's right io make up the shorttall from another NGO or any ofher source. This
confirmation essentially states that the Hospital will nol avall any duplicaie assisiance for the same patient/cass from sny olher NGO or any cther sourcs
2) The assistance from Koshiks Foundation is only financial in nature. The choioe of ihe reatmentiprooedure advisad/conductad by the Hospital on e
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