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DECLARATION by APPLICANT, 3UATE T e w1

1) 1 horety confiem that 28 details in thin Form are True o the hest of my knowledpe, Any false stilement will render mmy Application & ongomy assistance, W &y,
Jeshle for reiscion'cancelistion,

211 solamnly confirm that assietence, if received from Kochika Foundstion, wil be used only for the “purpose”, 59 staned in this Farm, for which steh aesiatancs
wiis reduesiad by me

3) | harably confrm that. | bave not & will ol i future, @vail of reimburssment, i gei o in full, frem any, aiher sourcetimploperinsutance company, of the amount
for whikch Whis nssistabce ia mabasiod
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AGREEMENT by APPLICANT ( simgs g w1t)

1] By affligng my signature o thumb impression on this Farm, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trusteos to

useipublishiput-upireproduce my name, address, phole & detalls of the “purpose”, lor which such asslytince b reguested/granied, ihtough any

redliim, inciuding but not limited to verbal, prind, slestronic, for soliciting donalions for Koshika Foundstion and/or disseminating Information aboul it's

pctividen/achiowvamonts. Such uso of my photo & details can bo made by Koshike Foundation bafore or efter my freatment or fufiiment of the “purposs”
for whitch assistonee s baing regUestsd

2) Lidpphoant) further agres that any such usa ol my name, addreas, phato A details of the “purpose”, lor which such assistance ls rguestndigrnied,
will hol aulamatically sntile me for receiving or continuing the sald ussistasice. The decision for granting andior continuling the sesistance will res! solely
with T Trustees of Koshika Foundalion, and theis deciston iu this regand will be fingl and poceplatle to me
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AGREEMENT by HOSPITAL (wesams S0 )

By affiming horeundar, mrm!um of our Authanged Skgnotory for recommending this casalpationt for financial assistance from Keshila Foundation, we
[Hempltal) hereby affifm & acrapl tellowing:

11 thint we neither are presently nos will in futuro pvisl of finpncial psalstance from anothar NGO or pny ather source. o the spme paliontase, pe we are
requesting lo gel fom Koshika Foundation, o the extent that such assistance is granted by Koshlka Foundation. |f the requested assisiance b5 not granted
ty Keshika Foundation, in part or in full, then the Hospital reserven it'a right to make up the shartfall from another NGO or any other source, Thin
confirmation essentially stales that the Hospltal will not avall any duplicate assistance for Ihe sama patlenycase from any other NGO or any olhar souwes
2) The assistanca from Koshika Foundation i only financial n nature. The choice of tha treatment/procedure sdvised/condocted by tha Hospital on the
patlnnd; b based on the smangement batwesn the patisnt & tha Hoespital, and I8 in no way Influenced by Koshika Foundation. Hence, the Hospital wil
gsnumn sole & complate respomsibliity of the treatment & il's oltcome & safaly of the pallenl, and Koshikn Foundstion will heve no mis of respohsibility
in the mattar.
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