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DECLARATION by APPLICANT: STw® 37 v Tw:
1) | heraby cdnlirm Ihal 21l detals inthis Form are True to ihe best of my knowledge, Any lalse statement will rander my Applicaiian & engoing assistance, i1 any,
fiable for rejeciion/cancellaton,

) | salamnly confirm that assislance, [ recelved from Koshiks Foundation, will be used only for the *purpose”, as stated in this Farm, for whish such assistance
was roguesled by ma.

33 | heraby confitr: that | have ol & will nat in future, avell of reimoursement, in part o¢ in full, from any athet saprcatamplayerfinsurance company, of the amaount
for which 1his assistance is requested,
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AGREEMENT by APPLICANT (s M 1)

1) By alfiming my signature or thumb impression on ihis Fomm, | | Applicant) heraby sgree & authorise Koshiks Foundation and il's Trustogs (o

uselpublishiput-up/reproduce my naime, address; photo & datails of the "ourpase”, for which such assistance 5 requesiad/granted, through any

mediurm: including but nat limited to verbal, print, electronic, for soliciling denations for Keshika Foundation andior disseminating infarmation abaut it's

aciivitestachisvemeants. Such use of my phote & details can bo made by Koshika Foundafion befora sr aftar my treatment ot fulfiment of the “purpose’
for whigh asslstance s being requesled,

2] 1 (Appiicant) further agree that any such use of my nama, address, photo & detalls of the "purpose’, for which such assistancs is requesledigranted,
will not automatically entile me for recelving o cantinuing the said assistance. The decision for granting andfor continuing the assietance will roet eodely
wilth the Trustees of Koshika Faundstion, and their decision is (his regard will be finel and acoeptabie to me
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AGREEMENT by HOSPITAL (wemm Tm &)

gy affixing hersunder, signatura of cur Autharisad Signaiory far racommending this caselpatiant for financial assistance from Koshika Foundallon, wi
(Haspital) hersby affirm & accept following: 3

1) that we nelther are presantly nor will in future avail of financial assistance from encther NGO or any othar source, for the same patisnticase, a8 we are
requesting to get from Koshika Foundation, to the sxiant thal such assistance s granted by Meshika Faundation, |f the roquesied assistence s not grani=d
by Keshika Faundation. In parl or in full, then the Hospital reserves il's right to make up ne shartiall from anothier NGO or any ather source. This
confirmation esseniilly statas that the Hosplial will not avail any duplicale assistanos for 1he same patient/cass from any othar NGO or.any other source
2) The assistance Irom Koehika Foundation i only financial in nature, The choice of the ireatment/procedure advised/conducled by the Hospital on tha
patiend, is based on the arrangement hatwesn the patiani & th= Hospital, and s in o way influenced by Koshika Foundation. Henca, the Hoapital will
aesuma eala & compiets responsibility of the tragtment & il's cutcome & safety of the patient, and Koshika Foundation will have no rele or responsibility

in the maner.
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