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DECLARATION by APPLICANT: w9ia% T7 W wa: i

1) | neretry confiem ihat ail detalls in this Form are True io ihe best of my knowledge. Any faise statemani will rendaer my Application & ongoing assstance. if sy,
labde for

I]Imhmriymnﬁmnﬂn-um it received from Koshika Foundation, will be used only for ihe “purpose”, as stated in thin Form, for wiich such assistance
wid regquasted by me

3) | ety confirm hat | have not & will nol in lulure, avad of rembursament. in pan o in full, Irom any other nource/smployerinsurance company, of the amouni
for which this aasistance is regquested.
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AGREEMENT by APPLICANT (0% DU %)

1) By aMixing my signature of thumb impression on this Form, | {Applicant) hereby agres & sulhorise Koshiua Foundation and It's Trustees io
usa/publishipul-uprapioduce my name, address, pholo & details of the “purpose”, kor which such ssslelance ks requasted/granted, thiough any
madium, inchuding bul red limited ko verbal, print, slectronic, for soliciting donstions for Koshika Foundation and/or disseminating information about if's
acivites/achisvamants. Such use of my pholo & detalls cin be made by Koshiks Foundallon belare or afer my treatment or fulfiiment of thee “purpose”
for which assistance is being requested.

231 (Applicant] turthar sgree ihal any such use of my name, address, photo & detals of the “purpose”, lor which sueh asslslance i requesiodigranted,
will nol sutomatically eatille me for receiving or conlinuing the said assistance. The decision lor granting andior continuing the assistance will sl solsly
wiih the Trustees of Koshika Foundalion, and their decision is this regard will be final and ncceptable to me
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AGREEMENT by HOSPITAL (rvamn g W)

By affising horeundar, signalute of our Authortsed Signatory fod recommending his casel/patient for financial sssisiance lrom Koshika Foundation, we
(Hospdtal) heraby affirm & accepl following:

1) thl wo melthar are pregently not will i futude avall of fnancinl assistance rom snolher NGO or sn Juﬂmm lor tha same paliendcase, By we are
requesting 1o get rom Koshika Foundation, ko tha exlent that such assistance is granted by Koshika Foundation, If the requesiad ssaisisnce i not granted
by Koshikn Foundation, in par of in full, then the Hospital reserves II's nght io make up the shorifall lrom anaiher NGO o any oiher source. This
confirmation essentially siates (hat the Hospital will not avall any duplicate asaistance lor the same palient/case from any olher NGO or any olher source
7] The assistance from Koshika Foundation i only financial in neture. The cholos of the treatmentprocedure advisediconducted by the Haspital on the
patient, s basod on ihe armangemant between the patient & the Hoapital, and is in no way Influenced by Koshika Foundation, Hencs, the Hospétal will
avuurs sole & complete responsibillly of the treatmant & i's oulcome & safsty of Ihe patiend, snd Koshika Foundation will have no role or responsibillly
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