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DECLARATION by APPLICANT: STHES 10 W wa;

111 hereby confirm that all detads in this Formeare Trug 1o the best of my knowledse, Any false siatemant wil render my Agplicaion & pngalng =ssistance, If any,
liakle for rejpctionicanceliaton, )

2] | selemniy confirm that assistance, if recolved from Koshika Foundation, will ba usad Gnly far the “purpeen’, as stated in fhis Form, for which such assistance
was requesied by mes

5} 1 herahy confirm that | have net & will net in future, avall of resmbrrssment, in part or in full, from any ciher source/amployerfinsurance company, of the amount
far which thi assistance ls reguastad.
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1) By affixing my slonature or thumb Impression on this Ferm, | (Applicant) hereby sgree & duthorise Koshika Faundation and ifs Trusiass lo
use/publishiput-up/rapraducs my rame, sddrasy, phioto- & delaile of fne ‘gurpose”, for which: such asilsiEancs is requestadigranted, through any
medium, including bul not imited to verbal, print, elactrania, for solitiing donations for Keshika Foundation andior disseminating Infarmalion aboul It's
dctivifesizchievements, Such uss ol my phain A dotalls can be made by Keshika Feundslion befors or aftar my tremtmant of fullilmen of tha “purposs”
for which Basistance is being requesied.

21 | (Applicant) further agres that sny such use of my name. addiess, pholo & datalls of the “rurpossT, far which such assisiance is requesiadigranted,
will not automatically entitle me for recefving ot conlinuing the said assistarce. The decision for granting andfor confinuing the assistance will rest sofaly
with lva Trustaes of Koshiks Foundation, and thair decision is Ihis regard will bo final and accepfahie o me
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AGREEMENT by HOSPITAL (w5 %)
By affixing hersundar, signature of our Authorised Sianatary for recommending this case!/patient for financial assistance from Koghika Foundation, we
{Hospital} hermby affiom & accept lollowing:
1) trat we neither are presently not will in luture avall of Tnanclal essistanca fram anether NGO or any other source, for the same pafient/case, 85 we are
requesting |o get from Koshiks Foundation. 1 the exent that such assislance is granied by Koshika Foundatian, Il the requasted gssistance &= mol grantod
by Koshika Foundation, in part or in full, then the Hospital reserves It's rlght to make up the shortfall from anather NGO or any olher source. This
canfirmation essantially slatas that ths Hospltsl will not svsll any duplicate assistancs for he same palient/casa from-any atier NGO or any ather SoUreE,
2) The assislance from Kashika Foundation is only fingncrsl in nature, The cholce of the treatmantprocedure advisediconducted by the Hospital an he
patient, is based on the sirangement batessn the patient & the Heepital, and i€ in no way mfluanced by Koshika Foundation. Hence, the Hospilal wil

sssume sole & completo respanaibility of the treatment & H's oblcome & safety of the patient, and Kozhika Foundation will have no fole of responsiollity
in the matisr,
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