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DECLARATION by APPLICANT. 7= g/ W 17;
i} | hereby confiem that all details in this Form ane True fo the best of my knewledge. Any false sialement will rendes my Application & opgoing assistance, i any,
lisbia for rajsctionicancedntion.

2} 1 salamnly confirn that assisiance. ¥ receiviod from Koshika Foundation, will be used only for ihe *purpose”, as staled in (his Farm, for which such assistance
was requesteg by me.

3) | heteby confiem that | have not & will not in futuro, svadl of reimbursemant. in par o in {ull, from any other sourcsemployerfinsurance company, of the amiun
for wiich This assmiancn & reguestoed
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AGREEMENT by APPLICANT (=mes gm #47)

1] By affiing my signature or thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and ifs Trusioes o
uidpublish/pul-up/reproduce my name, sddross, photo & dalails of the “purpose”, lor which such assistance |s requestedigranted, through any
migsdirm, including bul nat imited (o verbal, prinl. electronic, for soliciing donations for Koshlks Foundation andlor disseminaling Infoemation aboul if's
activities/achimvaments. Such use of my phato & delails can be made by Koshika Foundalion bafore or aler my treatmont or fullilment of ihe “purposs”
for which assistance is being requesied,

2) 1 lApplicant) furiher agree that any such use of my name, addross, photo & delalls of the "purpose”, Tor which such assistance s requensted/granied,
will nat automatically entite mae for recelving or continuing the =aid assistance. The decigion for granting and/er confinuing the sssistance will resl scéaly
with ihe Trestess of Koshika Foundation, and thair dacliion s this regard will be final and accaptable 1o me.
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AGREEMENT by HOSPITAL (ww5mm 10 W)

By affixing heveunder, signature of our Authorised Signaloey for recommending ihls casel/pallent for Bnancial assintance from Keahika Foundation, we
{Hospital) horedy affiem & acoapt following:

1) that we noiher are presently nor will In future svadl ol finencial asaisiance from enother NGO or any other source, for the same patientcase, @6 w dn
resquesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, |f the requesied assistance is not granted
by Hoshiks Foundatian, in pard of in full, (hen the Hospltal mseced it's fghl lo make up the shortfall from another NGO of any olfier source. This
confirmabon essantislly states that the Hospits! will not @veil any duplicaie sssistance for the same patient'casa from any other NGO or any other source
2) Tha assistence from Koshika Foundation is only Sinancial In nature. The choics of the tealmenliprocedure advisediconducted by the Hospital on the
patient, is based on the armangement batwaen he patient & the Hospital, and is in no way influenced by Koshika Foundation, Hance, Ihe Hospital will
nssume sols & complale responaibility of the treaimeni & if's cutcome 4 safety of the patien], and Koshike Foundation will have no rold o reiponsibility
in the matiar,
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