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DECLARATION by APPLICANT: ST95% 510 W

1)1 hereby eonfirm that all detaits i this Form are True to the best of my knowledge. Any talse statement will render my Application & ongolng sesistance, if any,
Ilabte for rejecton/cancedation.

2} | sodemnly confirm that assistance, i received trom Koshika Foundation, will be used only for the “purpose’, as stated In this Form, for which such assistance
was requesied by me.

3) | herety confirm that | have not & will not in futiers, avall of reimbursement, in part o in ful, from any other sourcalemployerfinsurance company, of the amount]
for which this assistancs is requestiad

1) & wen won f fif v W b ol vl d frron 40wl & sepe e o ol s e o e e wn s § @ S sos e ot e

1) & gm = wpra ofy s weE, ® W ol §, e Tvn o8 vive 5 g @ P few i, 9 ow s F o b

1) 4 ofe wor { i Frm e 0 o b W v £, T ofn W sifew o e feem Pl o dnfeiesde el @ 9 9 R & sk o oy o dfm
AGREEMENT by APPLICANT (s/97% g0 %11

1) By affising my signature or thumb impression on this Form, | {Applicant) hereby agree & aulhorise Keshika Foundation and it's Trusiees o

use/publish/put-upimproduce my namae, address, phoio & details of the “purpose’, for which such assistancs is equested/granted, through any

mmdlum, inchuding bul not limited 1o verbal, print, elactronic, for soliching donations for Koshika Foundation and/or disseminating information sbout it's

activites'achievements. Such use of my pholo & delails can be made by Koshika Foundation before o after my Wreatmen or fulfiiment of the “purpese”
for which essistance is baing requested.

2} | [Applicant) further agree that any such use of my name, address, photo & detsils of the "purpose”, for which such assistance is requestedigrantad,
will not aulomatically entithe me for receiving or conlinuing the said assistance. The decision for granting and/or conlinuing the assistance will rest solely
with the Trustees of Kostika Foundstion, and thair decision is this regard will ba final and acceptable fo me.
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AGREEMENT by HOSPITAL {wems g/ &)
By affixing heseunder, signature of owr Authorised Signatory for recommending Ihis case/patient for financial assistance from Koshika Foundation, we
{Hespital) hereby affirm & scoept following:
1) that we neither are presently nor will in futte svall of financial assistance from another NGO or ary other source, for the same patient/case, a8 we are
requasting o gel from Koshiks Foundation, o the axtent hat such assislsnce is granted by Keshika Foundation. If the requested assistance s nol granted
by Koshika Foundation, in part or In full, then the Hespital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentizlly states 1hat the Hospital will nat avall any duplicale assistance for the sama patient/cass from any other NGO or any other sourcs.
2) The aselstance from Koshika Foundation is only financial in nature. The choice of the treatmentprocedure advisediconducted by the Hospital on the
patiant, Is based on the arrangement between the patlent & the Hospital, and i In no way influsnced by Koshiks Foundation. Hence, the Hospital will

aesLme sole & complets responsibiiity of the treatment & Il's outcome & safety of the patient, and Koshike Foundafion will have no role or respansitility
in the matter.
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