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DECLARATION by APPLICANT: STieW T v Tw:

1) | hstety oondirm ihal all detads in this Form are True lo the best of my knowledge. Any false statement will render my Application & ongoing adsistance, I any,
listile for rejecliocn/canceiation.

2} | solamnly confirm thit assistance, If recelved from Koshika Foundation, will be used only for the "purpose”, s stated In this Form, for which such asslatance

was reguasiod by me

) | hareky confiem Mat | have nol & will not in future, avall of reimbursamant, In pan of 0 lull, frem ary other sourcedemployed/inaurance compary, of tha amount|

for which this assistance 15 requesied.
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1) By affiing my signalune of thumb impression on this Form, | (Applicant) heraby agree & outhoriss Koehiks Foundation and il's Trustees o
userpublishipul-up/reproduce my name, address, pholo & detalls of the “purpose”, for which such assistancs s requesied/granted, through any
medium, including bul net limited 1o verbal, print, slacironic, for soliciling donations for Koshika Foundation andlor disseminaling information sbout (s

activitieu/nchisvemants. Such use of my pholo & details can be mede by Koshika Foundation before or after my treatmant or fulliment of the “purpose”
for which assistance is being requesied.

2) 1 [Applicant) further agres that any such use ol my name, sddress, photo & detalls of the “purposs”, for which such asslstance is requested/gmniod,

willl rol automatically entithe me for receiving or continuing the said assistance. The decision for granting andfor continuing the eesistance will rest solely
with Ihe Truslees of Koshika Foundation, and their declsion is this regard will bae final and acceplable 1o me,
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AGREEMENT by HOSPITAL (wmam g W)
By sffixing herounder, signature of our Authorised Signalory for recommending this case/patient for financial assistance from Kosteka Foundation, we
(Hospita!) herety &firm & accep! following:
1) Bt we nelther are presently noe will in fulure avall of financial sssislance from ancther NGO or any othar source, for the same patisntcase, as we are
requesting 1o gel rom Koshika Foundation, to the extant thet such assistance is granted by Koshika Foundation. If the requesied assistance s nol granted
by Hoshika Foundation, in part o in 1ull, then the Hosplial reserves It's right 1o make up the shortfall from anather NGO of any other source. This
confirmation essenially states thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) Tha sssistance fram Moshika Foundation is only financial in natura. Tha cholce of the reatment/procedure advised/oonductad by (he Hospital on the
patent, i based on the arrangement belwean the patient & the Hospital, and |8 In no way Influenced by Koshike Foundation. Hence, e Hospilal will

asaume sole & complete responsibiity of the treatment & |I's oulcome & safety of the patient, and Koshika Foundation will have no role o responsitility
in e matier
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