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DECLARATION by APPLICANT: S/ES% o0 wimm ws;

1) | nerety confirm ihat sll detads in this Form are True to the best of my knowledge. Any false stalement will render my Application & ongoing assistance, if any,
2]1mnrdym-ﬂmltmmla1m I recalved from Koshika Foundation, will be uasd only for the “purpose’, as stated in this Form, for which such assistance
was requesied by mae.

30 | hesradyy confirm that | have not & will nat in future, avall of reimbursemant, in part or in Tull, from any ather sourca/empoyeninsurance company, of the amount
for which this assistaince & requesied
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AGREEMENT by APPLICANT (wmes g w1R)

1) By afflaing my sigralure or thumb impression on this Form, |

(Apolicant) hereby agree & autharise Koshika Foundation and it's Trustess o
ussipublish/pul-upireproduce my name, address, photo & dalalls of the "purpose”, for which such assisiance i requestad/granted, through any
midiurm, inchuding but mot limited 1o verbal, print, electronic, for scliciting donations for Keshlka Foundation andior disseminating information about It's

acihvities/achievements. Such use of my photo & delaits can be mads by Koshika Foundalion before or after my treatment or luliiment of the *purpose”
fat which assislance = being reguesied.

2) | [Applicant) furthar agrea that any such use of my name, address, photo & datsils of the “purpase”, for which such assistance is requestedigranted,
will nol autometicelly entitie me for receiving of cenfinuing the said assistance. The decision for granting and/or conlinulng the pesisiance will resi solaly
with tha Trustess of Koshika Foundation, and thelr daclsion s (his regard will be final and accaptable to ma.
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AGREEMENT by HOSPITAL (w=mm B0 1)

in tha maller,

By affizing hereunder, signalure of our Authonsed Signatory for recommanding this case'patient for financisl assistence from Koshika Foundation, we
{Hoaphtal) hemby affirm & accapl following:

1) that we naither are prasanty nor will in future svail of finencial assistance from another NGO or any other source, for the same patienl/case, 63 we Bre
requesting o gat from Keoshike Foundation, to the sxtent that such assistance (s granted by Koshika Foundation. If the requested assistance is nol grantad
bry Kioshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other scurce. This
confirmation exsantizlly sisles that the Hospital will not avall any duplicale assistanca for the same patient/case from any othar NGO o any other sourcs.
21 The assistance from Moshika Foundation |s only financkal in nature. The cholce of the treatment/procedure sdvised/conductad by the Hospilal an tha
patlent, s based on the arrangemeant batwean the patient & the Hospital, and s in na way Influsnced by Koshika Foundation, Henca, the Hospital will
asgums sola & complels meponsibiiity of the treatment & II's outcorme & safety of the patient, and Koshikae Foundation will have no role or responsibility
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