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DECLARATION by APPLICANT: Smos BRT 9o 43;

1) | haraby confinm Ikat &l defaiis kv this Form are Trus 1o the best of my knewledge. Any falks statement will rander my Application & engaing sssistance, [t any,
liabte for rejection/sancelation.

2} | soiemnly confirm that assistance, if recelved from Kashika Foundation, will be used only for the “purpase”, ae stated |n this Form, for which such assistance

was reguested by me.

3) | hereby confirm that | have not & will fot in Tutere, svad of ralmbursemant, in pan ar in full, from any oiher saurca/smployeninsurance company, of the amount
far which this assistance 13 requestad.
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AGREEMENT by APPLICANT ( sz o0 #u1)

1) By aflixing my signature or thumb imprassion on this Form, | (Applicant) hareby adres & authorss Koshila Foundation and [£s Trastess i

wseipublishipui-uprepraduce my name, address, pholo & detsils of the “purpose’, for which such assistance is requestedigranted, through any

medilim, inchuding but nol limsited to verbal, print, electronis, for sollciting donations for Koshikn Foundstion andior disseminating information about it's

activities/achisvemanis. Such use of my photo & detalls can be made by Koshike Foundstion bafote or afiar my troatmant of fulfiiment of tha *purposa®
for which assistance |s being requested.

2} | {Appticant) furiher agres that any suoh use of my name, address, pholo & detsils of ihe “purpass”, for which such assistance s requested/granted,
wiil not zutomatically enllile me for receiving ar continuing the sald assistscice. The declsian lor graniing sndfor confinuing the assistance will rest solely
with lhe Trustenz of Koshika Foedndation, apd thelr decision is this regard wiil be final and accaptabla o me.
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AGREEMENT by HOSPITAL (wwmme gm =R

By aflixing hereunder, signature of our Authonzed Signatory for recammending this ease/patiant for inancial assiatance from Koshika Foundaticn, wa
(Hosplial) horeby affirm & sccapt following: )

1) that we neithor are presently nor will in future svall of finznoisl sstistance fram snother NGO ar any atharsourca, for the same patient/case, a5 wa are
requesting o get from Koshika Fourdadkon, 1o the extent that such assistance s granted by Roshika Foundation. If the requested assistance is not grantad
by Koshika Foundation, in part ar in full, ther the Hospital rassrves 11 right to maks up e shortfall fram anather MG ar any other source. This
confirmzlion essentlally states that the Hospltal will not avail any duplicste sssistance for the same pelient'cass from any other NGO or any other sourea
2) The agsistance from Kaeshika Faundation is only financiad in nature. Thie chgica of the traatmenl/procedure sdvisedicanducted by the Hospital on the
patient, is based on ths arrangement between the patient & the Hospital, and s in no wedy Influsnced by Koshika Foundation. Hence, the Hospital will

assume soie & complete responsibility of the treatment & it's oulvome & safety of the patient. and Koehiks Foundatinn wiil heve no role or responsibility
in the mattar,
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