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DECLARATION by APPLICANT: st gry S w:

1) | hereby confirm that all details in this Form are True io the bast of my knowledge, Any fakse statement will rendar my Applicalion & ongoing assistance, if any,
liahle for rejection/cancallation.

2) | solemndy confirm that assistance, If recetved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was mquested by me.

3} | hereby confirm hat | have not & will not in fulure, @vail of relmbersemant, in par orm full, from any other sourcalemplayeriinsurance company. of he emount
far which this sesistance & requested,
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1] By affixing my signalure of thumb Impression on this Form, | (Applicant) keraby agree & aulhorise Koshika Foundation and It's Trustees io
usa/publishipul-upiraproduce my name, address, pholo & details of the “purpase”, for which such assistance s requestedigranted, through any
miediurm, inctuding tul nat limited 1o varbal, print, slectron|e, for seliciting donations for Koshika Feundation andlor disseminating Information about it's

activities/'achisvemants. Such use of my pholo & details can be made by Koshika Foundalion belore or alter my reatment or fuffilment of the *purposa”
for which assistance is being requested.

21 | (Applizant) further agree that any such use of my name, address, photo & details of ihe "purpose”, for which such asaistance is requestedfgranted,
will not sutomatically entitle me lor receiving or continuing the sald assistance. The decision for granting andlor confinuing the assistance will nest solely
with tha Trustees of Koshika Foundation, and thair decision Is this fegard will be finsl and scceptable o me
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AGREEMENT by HOSPITAL (wma gm0 F10)
8y affixing hereunder, signature of our Authonsed Signatory for recommanding this case/pallant for financial assistance from Koshikes Foundation, we
{Hospital) heraby affirn & accept faliowlng:
1} that we nellher are prasantly mor will in future avall of financlal asslsiance from another NGO or any other source, for the sama patisnl/cate, as we are
requesting to gt from Koshike Foundation, (o the exient that such assistance is granted by Koshika Foundation. If the requested assistance is nol grantsd
by Koshika Foundation, in partor n full, then the Hospital reserves (s right to make up the shartfall from another NGO or any other source. This
confirmation essantislly states that the Hospital will nol avall sny duplicate assislance for (he same patienlosse from any other NGO or any other saurca
2} The assistance from Koshika Foundatian i oniy finencal in nature. The choice of the treatment/procedure advised/canductad by the Hosplta! on the
patient, is bassd on the arrangement batwean the patient & the Hospilal, snd |3 in no way Influsnced by Koshika Foundation, Henca, the Hospiial will

assume sole & completa responsibility of the treatment & Ii's cutcome & safety of the patient, end Keshike Foundation will have no role or responsibility
in {he matiar.
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