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DECLARATION by APPLICANT. SUHO% 50 Wiww ws:

1)1 horoby confiem that a8 detalls In this Form are True b the best of my knowledge, Any false statament will render my Application & ongoing assistance, if any,
luable for repection/canceltateon,

2) 1 selomnly confirm that sssistance, If recetved from Koshike Foundation. will be ussd only lof S "purpose”, as siaied in fhés Form, for which such assisiance
wiars requesiod by me.

3) | hereby confirm that | have not & will not in future, avail of reimbursement, in part o in fll, from any other source/smployerinsurance company, of the amount
for which this assisianoe s requesied
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AGREEMENT by APPLICANT (sia=s g wo7)

1) By affixing my signature or Ihumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusioes o
use‘publish/pul-up/reproduce my name. address, photo & detalls of the “purposs”, for which such assistance is requested/granted, through any
medium, including but not limited |o verbal, print, electronic, for soliciling donations for Koshika Foundation andior disseminating information sbout It's

activities/achievements. Such use of my photo & detalls can b made by Koshika Foundation before or afer my treatment or fulfimant of the “purpose”
for whilch sssistance is baing requested

2) | {Applicant) urther agreo that sny such use of my name, addross, photo & datalls of the “purpose”, for which such aRsElancE i fequeslad/graried,
will nol sutomatically entitte me for receiving or continuing the sald assistance. The decision for granting and/or confinuing the assistance will rest solaly
with the Trustess of Moshia Foundation, and their deciskan |s ihis regard will be final and acceptatie to me.
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION

AGREEMENT by HOSPITAL (vrmms gm w0)

1) thal wa neither are presently nor will in future avail of nancial sssivtance from anather NGO or any ofhar source, for tha ssma patlantcass, o8 we ae
requesting to gel from Keshika Foundation, to the extent thet such assistance is grantad by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, in part of in full, then the Hosplisl resorves it's right to make up the shortfall from another NGO or any other source, This
confinnation essentizlly siatss thal the Hospital will not avall any duplicste sssistance for the same patienticase from any other NGO or any other source.
2} The nsslatance from Koshika Foundation in only financisl in nature. The choice of the tresimentiprocedure ndvised/conducted by the Hoapital on the
patlent, ks bazed on the arrangement betwsen the patient & the Hospital, and is In no way infusnced by Koshika Foundation. Hencs, the Hospital will
Tmhl%ﬁmﬂrﬁhml Its outcome & sofety of the patient, snd Koahika Foundalion will have no role of responuibility
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