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DECLARATION by APPLICANT: WS BT Swm 7i:

13 | hesretey condinm ihat 82 detalls in this Form are True 1o the best of my knowledge. Any lalse stalernent will render my Application & ongoing assistance, I any,
bl for repection/cancelilation.,

2 | solermmily confirm that assistance, If recelved from Koshiks Foundation, will be used only for he “purposa”, as stated |n this Form, for which such sssistance

was regquested by me

31 | harety confirm that | have not & will not in future, aved of resmbursement, in pant of I ), from any other sourcedemployerinaurance compary, of the amount

for which thig assistance = regquestied
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AGREEMENT by APPLICANT (suee: g %)

1) By afi=ing my signature or thumb impression on this Form, | (Applicant) heraby agres & authorise Keshike Foundation and IU's Trusiees to
usa/publishiput-upireproduce my name, address, pholo & detalls of the “purpase”, for which such assistance is reguostedigranied, through any
medium, incheding but not imited 1o verbal, print, electronie, for soliclling donations for Koshika Foundation andior disseminating information about it's
petritisa/schisvaments. Such use ol my pholo & details can ba made by Koshika Foundation befora or after my treatment o fulfiimant of the "punose”
for which assitanos 8 being requested.

23| (Appticant) furiher agroe that any such use of my name, addiess, pholo & details ol the “purpose’, for which such assistance is requesied/granied,
will nol sulomatically entite me for recoiving of continuing the said sesirtance. The decision for granting andior continuing the nesistance will rost solely
with [he Trustees of Koshika Foundation, and their decision is this regard will be final and acceplabile o me.
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AGREEMENT by HOSPITAL |vesm 7 &U1)
By afllaing hereunder, sgnatse of our Authorised Signatary for recommending this case/patien! lor linanclal assistance from Koshika Foundation, we
{Hospitsl) her=by affirm & accapl following:
1) thal we neither are prosently nor will in fulure avall of finsnclal assistance Irom anolher NGO or any olther source, Toe The same patient/case, Bs we are
requesting 1o gel from Koshika Foundation, 1o the exient thet such assistance is granted by Koshika Foundation. if the requested assistance is not granted
by Moshia Foundatkon, in part or in full, then the Hospital reserves i's fghl lo make up the shortfall from another NGO or any olher source. This
confirmation essantiolly stotes that the Hospital will not avail any duplicals assistance for the same patent/case from any other NGO or any other source
2) The assistance lrom Koshika Foundation is only financial in nalure, The choice of the irestment/procedure advised/conducted by the Hospital on the
patient, in based on the arrangemsnt between the patisnt & the: Hospital, and & in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibeity of the treatmant & IU's outcome & safety of the patient, and Koshikn Foundation will have no rols or responsibliity
in fhe matier.
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