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DECLARATION by APPLICANT: ST BW WIumy WH;

1)1 hereby confim that sit dstalls In this Famm 2re True 1o the besl of ry knowlaoge. Any tatse statement will render my Applicalion & ongaing assistance, if any,
ligbte for rejectionicanoaliztion.

2} | selamnly canfirm that assistance. f racalved fram Koshiks Foundaton, will be used only for he “purpese’. as statad In this Farm, forwhich such asslsiance

was requastad by me.

3} | herety confirm that | have rof & will codn ulure; avait of retmbursemeni, in part of in full, from any other source/employerinsurncs company, of tha Bmount

{ar which this nssistante |s requested.
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1) By affixing my signature or thumb impression on this Farm, | (Applicant] hereby agree & aulhorlse Keshika Foundalion and it's Trostees o
uselpublishimut-uplreproduce my name, addrass, phalo & datails of the "purpese’, lor which suoh assislance is requestedigranted, throwgh any
medim, Including but rat limited ta varbal, print, electronic, for soficiting dorations for Koshiks Founaation andfor disgeminating infarmation about It's
acliviieelachisvaments. Such use of my photo & details can ba made by Koshika Foundation hefore of afer my trestment or lulfilment of the "purpasa”
for which asslsiance 5 belng requested,

2) | {Applicant] further agree that any such use of my name, sddress, photo & detalis of the “purpose”, for which such assistance is requestedigranied,
will not sutomatically antitie me for raceiving of conlinuing the sald aselstance. The decislon for granting andior pontinuing the assistance will rest ealaly
with the Truslaes of Koshika Foundation, and thair dacisian is this regard will be final and aciaptable o me.
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AGREEMENT by HOSPITAL (wFsime g i)

By affixing hersunder, signature of our Authorised Signatory for recommending this caselpatant for financia! aceistance from Koshika Foundstion, we
iHospital) hereby affirm & ascept following,

1) theal we nestierans presantly nor will I futura avall of financial assistance from-anather NGO or any elher source, for the sama petienl/case, as we are
raguosting to gel from Koshika Foundatlan, to the sxient that such assistance is granted by Koshika Foundation. If Ihe requested assislanca s not granied
by Koshika Foundation, In part o in full, then the Hospital reserves it's right to make up the shortfall from anather NGO or any athar source, This
confirmation sssantially states fhat the Hospltal will not avail any duslicate assistance foor e same pslisnticasa from any other NGO or any other source:
2 Tha assistonce from Koshika Foundation is enly financial in natura The choica of the weamment/procedure advisedicondusted by he Hospital on (he
pafient, is based on the afrangement between the patient & the Hozpilal, and s in no way [nfluencad by Koshika Foundation. Hance, the Hospital will
gssume sole & complets Fespansibilly of the treatmant & it's outcome & safety of the patient, and Koshiks Foundation will have no role or respansibilily
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