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DECLARATION by APPLICANT: 35995 T W w%;

1) | hereby confirm that all delsils in this Farm are True io the best of my knowledge. Any falsa slatement will render my Application & angoing assistance, [ any,
limtile for rejectionfcancellation.

2) | salemndy confirm that assistance, i received from Koshika Foundation, will be used orly for the *purpase”. as stated in this Form, for which such assistance

wias requngted by ma

) | hereby confirm that | kave not & will nat in future, el of reimbursemsnt, in par of o hull, fram pny oiher sourceemployerfinsurance company, of the amoual

foor which this assisiance ts mouested
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AGREEMENT by APPLICANT ( sirbow g it )

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree 8 authorise Koshike Foundation and if's Trustees 10
usanubilsh/pul-upraproduce my n2me, address, pholo & datslls of the "purpase”, lor which such assistance s requested/granted, through 2ny
mmedim, including bul not limited to verbal, print, Blactronle, for soliciting donations for Koshika Feundation and'os disseminating Informatien about It's
achvities/achiowamants. Such use of my phato & details can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purposa”
far which astistance i& boing requestod

23 | [Applicant) further agree that any such usa of my name, sddress, pholo & details of the "purpose’, lor which such sasisiance s requested/granted,
will not autamatically antitle me for recaiving or continuing thie seid assistance. The degision for granfing #ndfor canfinuing the pssistance will rasi solaly
with the Trusteas of Kashika Foundation, and ihelr deciston |$ this regerd will ba linal snd scceptable o ma.

[} we g e e wemeR T s W wen v, 8 (s sl wewi st g s o o Cwfes wiEEvE sl wes S " S sl wm f e i oam,
un, e sl W fa v v F it R, e g s, o9, wem et g o fifaledd sl § et el ot wm e

%y W ® o e @ T w feem O e o wee W oW ) wT R e Cwioe e w mre st

20 A (omow) T WA A e i R0 A, w, wiE sl fer of T e o wotvd O wiln & @ s e 5w st s vm we |

St o A =t W el sl she e W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (Fomm &M ¥ )

By alfixing tereundar, signatune of our Autharised Signatory for recammending this caselpalient for financial asskstance from Koshika Foundation, we
{Hespital) horeby affirm & acoapl ollawing:

1) thot we neither are presently nor will in future avail of finencial assistance from anofber NGO or any other souwrce, for the same patlent/cane, o we ore
requesting to gat from Koshiia Foundation, o the extant that such assistence & granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, In part or in full, then the Hospital meserves if's right o make up the shortfall from another NGO or any offies souroe, This
canfirmation essentially states that the Hospital will nol svail any duplicats assistance for the same patient/case from any other NGO or any other source.
2] Tho assistance from Hoshika Foundation is only financial in nature. The choios of the matment/procedura advised/conductied by the Hospital on the
palient, |s based on the arangment betwean the pallent & the Hospltal, and |s 0 no way influsnced by Koshike Foundation. Henoe, the Hospital wdill
assume sola & complete responsibliity of the treatment & it's oulcome & safety of the patent, snd Koshika Foundation will have no role or responsibifity
| thee mater,
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