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DECLARATION by APPLICANT: ST9e% I W9 Ta:

1] 1 eseby confirm that 8l detais in this Form.are True 1o ihe best of my knowiedge, Any false statemant will render my Applicailon & pngoing assiclance, it any,
fiable for rejeciion/eancellaton,

2) 1 salamnly confirm {het sssistance, |f received fam Koshika Foundation, will be used only for e *purpose’, as stated in this Farm, Ine which such assistance
was reguesied by me.

3) | hareby confirm that | have not & will not in fulure, avail of reimbursemant, in part af in full, fram any ethes sourcaiemplayerfinsuranc company, of ifie amount
for which (ks assistance s requestad
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1) By affixing my skgnature or Inumbs impression on this Form, | (Apalicant) heraby agree 8 sulhorise Koshika Foundation and it's Trustess 1o

usa/publishipil-upireproduce my nams, address, pholo & detaiis of |he ‘purpose”, for which such azsistencs is requestedigranied, (heough Bny

madium, including but nat imited 1o verbat, print, electronic, for solicling donallons for Koshike Foundalion and/or disseminaiing Information aboul s

aclivitiesachievemeants. Sueh usa of my pholo & details san be made by Koshika Foundalion Balora of afisr my trastment o fultiiment of the “purpose”
for which assislance ls being requesiad.

2) | (Apgiicant) further aores that any such use of my name, address, photo & datalls of the "purpone”, for which such assistance is requestedigranted,
will nat autamatically enilile me for recelving or conlinuing the said assistance The decision for granting andfor conlinuing the sssistance will rest soiaky
with the Trusiees of Kashika Foundallon, and thair decision is this regard will b final and acceptable to me,
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (o gm #11)

By effiking hersunder, sigralure of our Autharised Signatory for recommending this caselpatant (o financial assistance from Koshika Foundation, we
(Hospitad) hereby affirn & acoept following: )

1) {hal we naither are presently nor will in future avall of financial assistance from anathar NGO or any other source, for the sama patient/cass, 26 wo are
requesting fo gai from Keshika Foundation, 1o the ekient thal such assistanc e granted by Koshika Foundation. If the requested assisiance is nol graniad
by Koshika Foundation, in par or in full, then the Hospital reserves its right lo make up the shartfall fram anciner NG or any other sourca. This
confirmalion ecsanially staies that the Hosplial will nat avail any duplicats sssistance for the =ama patienticess from any other NGO or any other source
2} The assistance from Koshika Faundation is only financial in nature. Tha chales of the treaimentiprocedure advised/conducied by the Hospital on 1ha
patien, | based on the arrmngement hetwesn lhe patiant & tha Hasphial, and is in no way Influsnced by Koshika Foundation, Hence, tha Hogplizl wil!
assums gola & complels respenaibility of the treatment & s cutcome & safety of the patienl, and Koshika Fouridaticn will have no role or responesibility
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