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DECLARATION by APPLICANT: ST 0 ey 7a:

1) | hereby confirm thal sl details in this Form are True to the best of my knowledge. Any false statement will rander my Application & ongoing assistance, If any,
able for rejection‘cancellaiion.

2} | moleimanly confirm that seskstance. [ recalved from Koshika Foundation, will be used only for the "purpote”, oa staded in this Form, for which such nssisinnce

was reguesied by me.

3) | hareby conlflrm ihirt | have not & will nct in future, avail of rembursement, in pant of in full, from any other sourcalemployenfinsurancs company. of the amount)
for which this assistance is requesisd.
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1} By pffixing my signature or thumb impression on ihis Form, | (Applicant) hereby agred & authorise Koshika Foundation and it's Trustesd to
useipublishiput-upreproduce my name, address, photo & detalls of the "purpose”, for which such assistance ks requested/grinted, through any
medium, including but not limited o verbal, print, slectronic, for soliciting donations for Koshiles Foundation and/or disseminating information about it's
pctivities/uchéovements. Such use of my photo & detalis con be made by Koshika Foundation before or afier my treatment or fulfiiment of the “purpese”
for which assisiance |s being requested.

2) | (Applicant) further sgree thal any such use of my name, address, pholo & detalls of the "purpose”, for which such assistance is requesledigranted,
will nol automaticaly eniliie me for receiving or conlinuing the said assistance. The decision for grenting sndéor continuing the assistance will rest solely
with the Trustees of Koahika Foundation, and their decision i this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (wwems pn W)

By afflxing hereunder, signature of our Authorsed Signatory fr recommanding this case/patent for financial assistance from Koshika Foundation. we
{Hospital) hersby affirn & accep! foliowing:
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requBsting to gel from Koshika Foundation, to the extent that such assistance is grantad by Koshika Foundation. If the requested assistance is not granted
try Koshika Foundation, In part or In full, then the Hospital reserves Il's right to maka up the shortfall from another NGO or any other source. This
conflimmation sssentially states (st the Hospital will not aved any dupiicaie sssistance for the same pasenticase from any other NGO of any olher sourcs.
2} The assistance from Koshika Foundation s only financial in nature. The choloe of the trestment/procedure advisediconductod by the Hospital on the
patient, ks based on the arrengemant betwean the patient & the Hoapial, and is in no way influenced by Koshlka Foundation, Hence, the Hospital wil
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