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DECLARATION by APPLICANT ST8%% B0 S 7s:

131 hareby confinm ikt aff detalls in this Form-are True io In2 best &f my knowledge. Any fatse statnment will render my Application & ohgoing sesistance, if any,
fighle for rejection/cancelisfion.

231 sedemnly confiem \hat assistance, if received from Koshika Foundation, will be used anly far the ‘purpose”, 85 stated i this Form, for which such assistance
wis requested by me.

% | haeaby eonfiem 1tat] have-mot & will nat in fulure, avedl of reimbursement, n part ar in full, from any oiher sourcelemployaritsurance company, of fhe amount
far which this sssistapst s requesled,
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AGREEMENT by APPLICANT (wf<s Em %)

1) By affimng my signature or thumb impression on this Form, | {Applicant) hereby sgies & authorise Hoshika Foundation and it's Trustees 1o
usefpubilshipul-upleproduce my name, addrass; phota & datails of ihe "purpese”, for which such sesistance i3 requested/granted, throwahany
madlum, insluding bul ot limited to verbal, print, electronic, for soliciting donations for Kashika Foundation andler dissgminating infarmation sboul its
activities/achievements. Such use of my pholo & delalls can be made by Koshika Foundation bafore or afler my Freaiment or fulfimant of the “purpose”
far which asslstancs is being requested,

9y | (Appiicant) further agree that any such use of my name, address, phota & details of the “purpose”, for which such assistance |2 requestad/granted,
will nat automatically entitle me for recalving or confinung ihe said assistance The decision for granting andior canlinuing tha sesistance will res! solaly
with e Truslees of Koshika Faindation, and their decision is this regard will b= final and accaptahls o me.
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AGREEMENT by HOSPITAL [y 20 W)

By affiing hersunder, signature of our Authorised Signaory for recommending this case/patient for financial assistanca from Keghika Fouendation. we
(Hospltaly hereby affirm & sscept following:

1) that we meiliar ara presenily not will in future avail of linencial assistance from anather NGO or any oiher source, for the same pafient/case, as we arm
requesting to gel from Koshika Foundation, to the extent thal such assistance is granied by Koehika Foundation, I ihe requested assistance is rot granted
by Kipshika Foundation, in par or in full, then the Hospital reserves it's right to make up the shortfal from another NGO or any olher saurce. This
canfirmation ezsantinlly states (hat the Hospital will notavedl any duplicate zesistance for (he sams patienticase from any other NG or any other sourca
2) The astistance from Koshike Foundation is only firancial In nature, The chgice of the reatmentiprocedure sevisadieanductad by the Hosgital on the
patlant, ks based an the atrangrment batwesn the patiant B tke Hospilal, sod is in no way influencad by Koshia Foundation, Hence, the Hosphal will
sesume scle & complate responsibility of the treatment & it's culcome & safely of the patisnl, and Kashiks Foundation will kava no role of responsiiily
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