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DECLARATION by APPLICANT: 3HT% B W 7a:

131 hereby panfirm et all dotslls in tis Fotm ane True to the best of my knowledge, Any talse stalement wil render my Applleation & angeing assistance. if any,
liabie for rejection/cancaliation.

21 solemnly confirm that assistancs, f recelved from Kesnika Foundation, will be used only for the “purpose’, 8s stated In this Form, for which such rssistance

wWas requested by me,

3} | herby confirm that | have not & will not in future; @vail of rembursament, in part or in ful, fremany olher sourcefemplayerinsurance company. of the amaunt

for which this assistance s requested,
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AGREEMENT by APPLICANT (mizs £ml 571)

1) By affining my signature o thumb Impression on this Form, | (Appiicant) heraty agree & suthorise Koshiks Foundation and it's Trustaes (o
userpublishipul-up/mproduce my dame, address, photo & details of Ihe "purpose”, for which such assislances is requesiedigranted, through any
madlum, including bul rot limites to verbal, print, elecironiz, for solicitng donations for Koshika Foundation andlor dissaminating Infarmaticn abaut |t's
activities/achiavemants. Such use of my photo & details can be mads by Koshiks Foundalion before of after my ireatment ar fulfiment of tha "purpose”
for which assistanice is baing requestad.

23 | (Applicant) funher agree thal any such use of my name, address, photo & details of the =purpase”, for which such assistance |s requestadigranied,
will not automatically entitle me for recelving or continuing the said assistance. The dacision far atanting #ndior continulng the sssistance will rest solely
with the Trustees of Koshika Foundstion. snd their decision is this regard will be final and cceptatle fo ms.
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AGREEMENT by HOSPITAL (wems 271 SAm)

By atfixing hersunder, signature of aur Authorised Signatory for recommending this case/patient for firancial assistance from Koshika Foundatlan, we
iHospital) hereby affirm & accept following:

1) thet wa neither are prasenily nor will in future Bvail of financial assistance from angther NGO or any olher source, for the same patient'case, 82 WE are
requesting to getfrom Koshika Foundation, to the sxlent that such assistanca is granted by Koshike Foundation. If the requested assistanie i# not granted
by Koshika Faundation, In part or in full, 1nen the Hospital reserves {t's right ta maka up the shortfall from anather NGO or any other solites This
confirmeticn essenfialy ststes that the Hospital will not avail any duplicale Besistance Tor the sama patienticase from any clher NGO or any othar source
83 The atcistance from Koshika Foondation is anly financial in nature. The choice of the trealmantiprocedure advised/conducted by ihe Hospital an the
patlant, is based on the arapgement batwesn fhe pafient & the Hospllal, 2nd isin no way inMuenced by Koshika Foundation, Hance, the Hoapital wil
gesumie sole & complete responsibility of the treatment & it's outcomn & safety of the patient, and Koshika Foundation will have no role or respensibility
In the maner.
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