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DECLARATION by APPLICANT: ¥TwTs I =ron 93:

131 hereby confie that &l detaits in this Form are True 1o e best of my knowisdps. Any fabee statement will rander my Appiicstion & ongding assistance, i any,
llabie for refectionfcancebation.

21| seiemnly confirm that essistance. if racaived Trom Koshika Foundatan, will be used only for the “purpose”, as stated in this Form, for which such assistance

was requestied by me.

3] | hersty confim that | have not & will niot in future, avall of reimburssmeant, in part o in full, from any other scurcalsmployerinsurances company, af 1he amaount

far-which this sssistance |3 requestad
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1) By affinng my signattire of thumb impression on this Ferm, | [Applizant) hareby agree & suthorise Koshiks Foundation sad IV's Trustess 1o
uselpublishipul-uplrepraduce my nama, address. photo & detsita of ha "pumose’, fo¢ which such pssistanca is requastadigranted, through amy
medium, inslsting but pot limited to verbal, prim, alectronse; for soliciting donations for Koshika Folndation andfor disseminating information aboul lt's
achivitiesiachiovements. Such use of my photo & detalls can be made by Keshika Foundalien before or after my treatmant or fullilment of the “purpose”
for which assistance s being requested.

2] | tApplicant) lurther agras that any soch use of my name, =ddress, pholo & details of the “purpase”, far whish such asskstance ls equestedigraniad,
will not autematically entitle me for recelving or confinuing §he said assistance. The decision for aranting andlor continuing the assistanca will ragt soisly
with 1he Trustess of Kashika Faundation, and thalr decisian is this regard will Sa fingl and scceptable to me
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AGREEMENT by HOSPITAL (weme I &)

By affiting bereunder, signofure-of our Aulhorsed Sigratary for recommanding this caseinalienl for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accepl lallowing:

1} that we neiiher are presently nor will in futurs evall of financial assistence from another NGO or any othar source, for the sams patienlicase, as wa ara
requesting 1o get from Koshika Foundation, o the exdent that such gasistanen iz granted by Koshika Foundation, If the requested assistancs is not grantad
by Koshika Fourdstion, in part or in Tull, thes tha Hoeepital reserves it's right 1o make up the shortfall fram anofhsr NGO or any other source. This
eonfirmation essentially staes that the Hospital will not avisil any duplicate assistance for the same patienticass from any olhar NGO or any oiher source.
2} The assrstance from Koshika Foundatian is only financial in nature. The cholce of the trestment/procedure advisadiconductad by ine Hospital on the
patienl, is bazed on the Erangement batween the palient & the Hospial, and is in o way infiienced by Koshika Foundation. Henca, the Hospital wil
assume sole & complels respanglbility of the treatment & it's pulcome & safety of tha patient, and Koshika Faundation will have no rolg or responsibility
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