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DECLARATION by APPLICANT: 5TATE 5@ wivm W

1) | hereby confirrn Tt il detads in this Form are True 10 the best of my knowledge. Any lalse stalement will rentes my Application & ohgaing assistance, If any,
liabia for

2) | sotemaly confirm thal assistance, f received from Kosha Foundation, will be used only for he “purpose”, as stated n this Form, for which such assistance
Wis requested by me.

) | hareby confirm that | kave not & will not in future, avall of reimburssiment, in pan o i ull, from any oiher sourcefemployerfinsufnce company, of the amomunt
for which this assisfance & mquested
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AGREEMENT by APPLICANT (sMes G %7)

1) By aflixing my signature of thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and if's Trustess 1o
use/publish/put-upireproduce my neme, address, pholo & details of the “purpose”, for which such assistance is requestedigranied, through any
medium, including but not limied (o verbal, print, electronic, for soliefing donations for Koshlka Foundation and/or disseminaling infermation sbout ICs

activities/achievermants. Such use of my photo & detalls can be made by Koshiks Feundation bafore or after my troatment o fulfliment of the “purpose’
for which assistance is being requesied.

2) | (Appscant) furiher agres thal any such use of my name, addross, photo & details of ihe “purpose”, for which such assistance |s requesiadigranted,
will nol automstically antite me for receiving o continuing the sald assistance. The decision for granting and/or confinuing the szsisiance will rest solely
with thix Trusises of Koahia Foundafion, snd thair decision is tis regard will be final and accaptable i me.

1) T8 W W ST v W sk o v, @ (ambow) areht vt o e wom o v e et ol st st o afesn e f fe S o
w, A W faw g o A dfe 9 et o el TR, e g At A ol winfeie s reefend # Tl el 8w

W wi W % e wfown &1 9 v few O e W WE W oW @ W % e w3 i s &

2) & (awbew) e e A mem o 0% 40 W, v, o8 o few o) e e % Toted @ wiid § e wee W T T owm wE ey o

*uifn ™ e T =mfed w fefn sffm sl waed

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
wTE % T W S W e

AGREEMENT by HOSPITAL (wwmme g W)
By affixing heteunder, signaium of our Authonsed Signatory for recommending his case/patient for financial sssistance frorm Koshika Foundaton, we
(Hospital) hereby affirm & acoepl Tallowing:
1) thal we neliher are presenily nor will in futuse ovail of Bnancial nsslstance from snoiber NGO or any other source, for e same padont'cake. ne we mre
reguesting 10 gat from Koshiks Foundation, (o the extent that such assistance is granted by Koshika Foundation, If the requesied assisiance is not granied
by Koshika Foundation, in par or in full, then the Hospital reserves i's right to make up the shortfall from another NGO or any othet saurce. This
confirmation essentially siates that the Hospital will not avail any duplicate assistance lor the sama patient/casa from any other NGO or any other source.
2] Tha assistance from Hoshika Foundation i anly financial in nitura, The chowe of the treatment’procedures advised/oonducted by the Hospital on the
patent, is bazad on the arrangement between the pathent & the Hospital, and is in no way influsnced by Koshika Foundation, Hence, the Hospital will

assumi solo & complels responsibiity of the treatment & il's outoome & safety of tha patien!, end Koshika Foundation will have no fole of responsibility
in the matter
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