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DECLARATION by APPLICANT: ST=we ZA7 wien 3;

1) | hoseby confirm thist all details in this Foom are True lo the best of my knowdedge. Any false stalement will render my Application & ongoing assistance, If any,
liaabie for rejaction/oanceilation

2} | molemnly confifm thal assistanca, If receved from Koshika Foundation, will be used only for the *purpuse”, as stated in fhis Form, for which such pesistance

wis requested by me

3) | heraby confirm that | have not & will not in future, avail of resmbursament, In pirt at in ull, from any other sourcalemployerinsurance company, of the amount
far which this assistance s requesiad
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AGREEMENT by APPLICANT (s9e®% 210 %iR)

1) By affixing my signaturs of thumb impression on this Farm, | (Applicant) heraby agree & authorise Kashika Foundation and (s Trusiees lo
use/pubishiput-upireproduce my name, addrase, photo & detalls of the “purpose”, for which such assistance is reguested/granted, through any
mmiedium, Inciuding but not limited 19 verbal, print, slecionic, for soliciting donations lor Koshika Foundation andfor disseminating Information about it's
aclivitiesfachisvemanis. Such use-of my pholo & datalls can be made by Koshiks Foundalion before or aftar my treaiment or fulimant of 1he “purpase”
for which assistance is being reuested.

2) | (Applicant] lurther agree that any such ise of my name, address, photo & delalls of ihe "purpose”, for which such essistance s requestedigranied,
will nat autcmatically entitle ma for receiving or continuing the said assistence. The decision far granting and/er confinuing the assistanca will rest solaly
with {he Triusdaes of Koshika Foundatlon, and their declsion is this regard will ba firal and scceplable 1o me.
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AGREEMENT by HOSPITAL (Weiis 271 %0T)

By affiuing hereunder, signalure of our Authanssd Sonalory for recommending (s case/palient lor inancial assistance from Koshika Foundation, we
[Hospital) hereby affirm & accept fallowing:

1) that we naither sre presenily nar will in future avall of financial assistance from another NGO or any other sourca, for the same patient/case, as we are
requesting 1o get from Koshika Foundation, to the sxtent that such aasistance is grantad by Koshika Foundation, If the requested assetance is nol granted
by Koshika Foundation, in garl or in full, then the Hospital reserves it's right to make up the shartfall from another NGO o any olber source, This
confirmation essantially states that the Hespits! will not avail any duplicate assistance for the sama patiert/case from any other NGO or sny other source.
2) The assistance from Koshika Foundation is only inancial in nature, Tha cholce of tha reatmentiprocedurs sdvised/conducted by the Hospltal an ik
patient, s based on the erangament betwean the patisnt & the Hespital, aod is in o way influenced by Koshika Foundation, Hence, the Hospital will
asgume sole & complele respansibility of tha treatmant & IU's outcoma & safety of the patiant, and Koshiks Foundation will have no role or reaponsiblity
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