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DECLARATION by APPLICANT: s==a g7 i v=:

1) | hereby canfiom that &l delalis in this Farm are True o the best of my knowledge. Aty false statoment will render my Application & ongoing assistance, i any,
liable-for rejection/canceltation.

2] | enlemnly confirm that assislancs, if reoeivad from Koshisa Foundation, will be used enly for the “purpose”, o3 stated In this Farm, for which such nesistonce

wag raguested oy me.

3} | heraby canfirm (hat | have ndt & will net in fturs, avail of refmbursement, i part o in ull, fram any other =ourcelemplayerinsurance company, of the amount
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AGREEMENT By APPLICANT {sas 50 11)

1) By eflixing my signature or thumb imprassion on this Form, | {(Applicant) heraby agrae & authoriee Kestika Foundation snd IU's Trustess ts

uselpublish/put-uplreproduce my nama, address, photo & details of the “purpase”, for which sush assistance is requestadigranted, through any

medium, ineluding but pal limilted to verbal, print. electrenle, for solicliing donations for Koshiks Foundation andlor disseminaiing information akout s

activitlesiachigvaments, Such wse of my photo & details can be madae by Koshika Foundation balors oF siar mry trestmant ar fulfilmant of Ihe “purpose™
forwhich assistance = balng requested.

2) [ {Applicant) further agree thal any such use of imy name. sddress, phole & detaiis af the *purpose”, for which such sssistance |s requestedigranted,

will not automatically antitle me for receiving or continuing the said assistance. The decisian for granting andior continulng ihe dssistance will rest solely
with the Trusleses of Koshika Fountation, and thair declsion ks this regard will ba final and accepiable to me,
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AGREEMENT by HOSPITAL (¥vmma grr am)

By affixing hereundar. signalurs of our Authofizsed Sigratary lor recommanding this casafpatient for financial assislanca from Koshika Foundatlon, we
(Hospitsl) hereby affirn & acaep! fallowlng:

1) that we nesther gre presently nor will In hulure:avail of Nnanclad asslstance from anather NGO ot amy olnar source, for (K same palient/case, as we are
requesting 1o gel from Hoshika Faundatlon, to the sxtent thal such 2sslstance |s granted by Koshika Foundation, If the requasted assietance s nol grantad
by Koshlka Foundation, in part arin fufl, then the Hospital resarves It's right 16 mzke up the shortfall fram anolher NGO or gny offwr source. This
eanfirmation assaenlially states that the Hospltal will nat avall any duplicals assistance for the sama patianticasa from any ather NGO orany other source.
) The easistance from Koshika Foundation i3 only financial in nature. The cheiee of the taatmentiprocadie advisediosndusted By Ite Hosplial on the
patienl, s based on the srangement bslwean the patlent & the Hospitsl, and @ iIn no way Influsncad by Koshlka Foundation. Hance, the Hospital will

assiime sola & complete responzibility of the trestmant & it's outcome & safsty of the patlent, and Koshiks Faurdation will kave ne mle o responsibiilly
in the maltes.
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