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DECLARATION by APPLICANT: SEHICH i1l Weom 73; \

4} 1 hespby confim that all detalks in this Form ars True to the bost of my knowledge. Any faise statement wil rendar my Application & ongoing assistance, I any,
ksl for rejectionicanceliation.

2) | solemnly confirm fhat assistance, if recelvad fram Koshika Foundation, will be used only for the ‘purpose”, as statod In this Form, for which such assistance
was roquested by me.

) | heraby confirm tat | hives nol & wiil pot in Tuture, avall of remburssmant, 0 part or in full, fram any other sourcalsmiploystiinaurance Company, of the amount
Jar which this nssistanoe s reguesied
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1] By a%foing my signature or thumb impressian on ihis Form, | (Applicant) herehy agree & authorise Koshika Founation and it's Trustées 1o

uselpublish/pul-upiireproduce my name; address, photo & details of the “purpose”, far which such assistance is requesiedigranted, hrough any

medium, mciuding but net limitsd 1o verbal, priat, alactronic, for soliciting donations for Koshika Foundation andor dissaminating information ebout |t's

atiivitestachiavemanis. Such use of my phato & detalls can ba made by Koshika Foundation bofore or after my treatment of fulfiment of the ‘purpose”
for which assistance is being requesiad,

21 | (Applicant) lurther agree that any such usa of my name, atdress, photo & detalls of the “purpose”, for which such aEsIS@NGE & 1 aquested/granted,
will nat attomatically entitte me for raceiving or continuing e sald azsistance. The decisioh for granting andfor continuing the asslgtmroe will rest solely
with 1ha Trustess of Koshika Foundation, and their decision s ihis regard will be final and acceplable o me '
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AGREEMENT by HOSPITAL (gwmm@ 7 F47)

8y affixing horaunder, sgratuns af our sutharised Signatory fat recommanding this casalpatien for financial assistancs from Koahiha Foundalicn, we
(Hospital) horeby affim & accepl lollowing:

1) thal we neither are presantly nar will In future avali ol firancial sssistance from anothar NGO or any other source, for the same palienticase, a5 wa ora
roquesting to get fram Koshika Foundation, to the axtant that such asswiance is granted by Koshiks Foundation. If the requasiod assstance (6 fol granted
iy Koghike Faundation, in part or in fuill. thehi the Hosphal reserves s nght lo make up the shortiall from anather NGO or any alfjer sourca This
canfirmation essentially staten thal the Hospital will not avail any duplicate assistance for the sama patient/casa from any other NGO ar any other sourts
2) Tho sssistance from Kashika Foundation s only finaneial in nature, The ehoice of the treatment/procedurs advisadicondueted by ihe Hospital on thi
patient, is based tn the arrngement betwesn ihe patient & the Hospital, and is In no way Influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responaikility of the treatmant & i's outcome & safety of the pitlent, and Koshika Faundation will have no role or responsibility
in fhia matter,
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