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BECLARATION by APPLICANT: ws 30 S 5:

1) | haraby canflrm nat all detalls in this Form are Trus to the best of my knewledge. Any felsa statemant will rendar my Application & ongoing ssslstance, if any,
lizbe for rejection/cancaliation.

2) | selemnly confirm fhat assistance, if receivied from Koshika Foundation, will be used anly for the “purposs”, as stated In this Form, for which such assistance
was requestad by me.
3) | heraty confirm that | hve not & will nat in future, avail of reimbursement, in part ot In full, from any oiher source/employstinsurance company, of tha amaunt

for which {his Rssisience @§ requestad,

1) 5 5w o 1 v 7% w3 Tl ok owd T e S s e Wi f o el fene o s s o # # w we faoee W o el &

2) g W wewE T i wEeen !, 6 e Wl &, s s v o e fem wrivn, S v F wmomn 8

3) 9 g = f e fom s g T i w0 w0l w e wwee fre T se ool sl B 9 o ek ot o oivm F o)
AGREEMENT by APPLICANT {s74Tr 50 w70)

17 By nffixing my signature ar thumb imoressian on this Form, | (Applicent) hereby agron & aulhorise Koshika Foundation and iU's Trustees to

use/publishipul-upireproduse my nama, address, phoin & detalls of the “purpose’, for which such asslstance is requestedigranted, through any

madium, including but not limited fo verbal, print. electronic, for solieiting donations for Kashika Foundalinn and/er disseminating Information about It's

ectvilesiathievameants. Such use of my photo & details can ba made by Koshlka Foundation before or sfter my treatment ar fulfliment of the *purposs”
far whioh assistance s being requesied.

2) | (Applicant) lurther agean thal ry such usa el my rames, address, phols & delalls of the "puroose”, for which such azsistance s rafquesindigranted,
will not automaticatly antitie me for recaving or vontinuing the said assistanca. The dacisinn for grenting andior continuing the assistarnce will rost soisly
with tha Truslees of Koshike Fountdalion, and thelr dacision 1s this regard will be finel and accaptable to me

1) W I WS O TS W e, § (Ss) seft nei w gfe s f ot s sl T el 9 s s € o,
o, W S W o ouw o e o e o s, o, e e 6 g il sioareiend @ f faed o W e

 waffts w1 % o wfimm & 9 v W frem #opR F wE T TR e ¥ il e @ e st h

2) A (=) Woan f wen o i T, o, R st e i T £ ol & with 59w T = e o e vy aey o

" T T =l = Tl S Sf s dm

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
ST % T T S W fam

T
AGREEMENT by HOBPITAL (svwie 20 i)

By affixing heraundar, signatuss of our Autherised Sigratory for recommending (his casa/patien! for financial assistance rom Keshiks Foundation, wi
{Hospital) hersby affirm & accept fallowlng:

1) that we neither are presently nor will In fubure avail of finencial sssisianes from anothar NGO or any other source, for the Same palient'cass, B8 we ars
requesting 6 gat from Koshika Foundation, to the extent that such assistance is oranied by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part or in full, 1hen the Hosplts! reserves it's right lo make up the shartizll from anothar NGO or any othar soures. This
confirmalion essentlally states that ihe Hospital will not avall any duplicate assistonce for the snme patlenticase from any othar NGO or any other source.
2] The essistance from Kashika Foundation is anly finencial in nature. The chaice of Ihe treatmentiprocedure advisaticenducted by the Hospital on tha
petient, is based on the-amangement batwaeen the patient & the Hospital, and ie In no way nfluenced by Kostilka Foundation, Henes, the Haspltal will

assume sole & completa responslbiity of the treatment & if'= culoome & safety of the pafienk, and Koshike Foundstion will hove no rofa or responsibility
in the matter,
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