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DECLARATION by APPLICANT: 3THS% B0 Wi W¥:

1) | hesaby confirm hat all detsls in ihiis Form ara True 1o tha best of my knowledge, Any feise siaternent wil render my Application & on

lable for refsction/canceliation.
2}  sobemiity confirm that assistance; If received from Koshika Foundation, will be used, only for s *purpost”, a5 statad it this Form, for which
wile requested by me
2)1 heraby confirm tal | hava not & will not in futune, avall of reimbuarsament, In part or in full, fram sny other sauncsiemployerinsurance Company, af the
far winich this asslsimncs 15 equested
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AOREEMENT by APPLIGANT (3045% §rd &)

1) By affidng my slgnatute or thumb improsskon on this Farim, | (Applicant) hereby agree & Bulhorise Weehika Faundation and its Trusises 1o
use/publishiput-uplreprodiice Ty name, address, phata & details of the “purpose”, for which such assistance Is requesiecigranted, through any
rrsmdliLim, Irichuding but miot mited (o verbal, prinl, electroniz, for soliciting donations for Kashiks Foundation andiar disseminating informatian about s

acivitestachiovements. Such use of my photo & detalis can be made by Hoshika Feundalion pefore grafisr my reatmant or fulfilment of the “purpose”
for which assislance |s balng requested.

24 | (Applicenl) further ograd thal any such use-al my name, sodass, photo & detalls of the "purpase’, far whish siich aasistance i raqussted/granted,
will fiot nulormatically entie me-for roceiving or continuing the sald assistance. The cecision for granting and/ot continuing the sesistance will rest solely
with the Tritpes of Koshika Feurdation, 2nd thalr decision i this regard will be Tinal and sccoptatis o me.
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AGREEMENT by HOSPITAL (v T ST1)

By alffing heratnder, sigrature of our Authorised Signatory for recommunding Ihis caseipatiant for finantial assistance frem Koshike Foundation, wis
{Fespital) heraby sffim & accept followiha:

1) thet we naifver are presently norwill In fulure avsi ol financis! sssistance from anothar NGO or-any olher source, far the same palienl/casd, as we are
requesting o gul from Koshika Foundation, to the sxtant hat sisch sssietance |s granted by Koshika Founditian, it the requested asslstance is nol grantad
by Koshika Foundation, In part of In full, then the Hospital ressrves i’ flght to make up the shartfal] from another NGO or any othar eourca. This
eanfirmation essenliolly states ihat the Hoopllal will not avail any dupiicate assistance for thi same patianiticass fram any othar NGO drany othar source,
2] The asslsznos fram Koshika Faundstion is anly finarclal In nalure. The choice of the treatmentfproceduie advised/condusted by he Hesplial on lhe
patient, s based on the srangemant beiwesn the prtiznt & the Hosplial, and lsin no way inf|enoed by Koshike Foundetion, Hence, tha Hospitel will
pesume sole & comalete responsibility of tha eatmant & its ouloome & sofety of the pafient, snd Koshiks Foundation will hais no role or responsiblity
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