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DECLARATION by APPLICANT. TS 57 S wn;

1} herety confirm et &4 detads in this Form are True to he best o my knowkedge . Any false siaterment will render my Application & ongaing assistance, i ary,
kable for resection/cancellabon

2} | solemnly confirm that assistance, | recaived from Koshlka Foumdation, will be used only for the “purpose”, as stated in thia Form. for which such assistance
was requesind by me

3} 1 heveby confirm fat | have not & will not in tuture, aval of reimbaersamaent, in pant of in full, fom any oihet sourcaemplayerinsurance company, of the amount
e which this sas=stanci & reguasted
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AGHEEMENT by APPLICANT ( soms: g i)

1) By affixing my signature o thumb impression on this Foim, | [Agplicant) hereby agree & authorise Koshika Foundation and it's Trusises io
usa/publah/put-upreproduce my name, addross. phato & detalls of Ine "purpose”, for which such assistance |8 requested/granied, through any
medium, including but not limited 1o verbal, print, stectronic, for solciting donations for Keshika Foundalion and/or dissamnating information about if's

nctivilles/ochieverments. Such ise of my photo & delalls can be made by Koshika Foundaton bafore o afied my treaimant or flulimeant of the “purpose”
for which assistance is baing reqieested

2} | {Apphicant) further agree that any such use of my name, sddress, photo & detalls of the “purpese”, for which such assistance is requestedigranted,

will not aulomatically entitle ma for receiving or conlinuing (he said assistance. The decision for granting and/or continuing the assistance will rest solely
wilh the Trustees of Koshika Foundation, and their decision i this regard wisl ba final and acceptable o me
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

@

AGAEEMENT by HOSPITAL [ weuwm® g0 Si0C)

By affixing hereunder. signature of our Authorised Signatory for recommanding this cise/patent for financial assistance from Hashika Foundation, we
(Hospital) heraby affirm & accapt following:

1) that wa neither are presently nor will n future avinll of finenciel assistance from anciher MGO of any other source. for the sama patienlicase, as we ale
requasiing o get from Koshika Foundation, 1 the extent that such assistance is granied by Koshika Foundation. If the requesied assistance i not granied
try Koshika Foundation, In par o in full, then the Hospital reserves 's right o make up the shortfall from anather NGO of any ofher source. This
confirmation statos that the Hospitsl will not aves any dupicate sssistance for the same patient'case from any other NGO or any oter source
21 Tha assistance from Koshika Fourdation is only financial in nature. The cholee of the tresiment/procedure advised/conducied by the Haspital on the
patient, is based on the arrangemant betwesn (he pafiant & the Hoapital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wi
assume sobe & complete respormibiiity of the freatment & t's oulsoine & safety of the patient, and Koshika Faundation will have no rols of reponaibity
ir the matler.
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