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DECLARATION by APPLICANT: SRS T ST m:
17| hereby confim that all dekaiks in this Farm ara True to the best of my knowledge. Any false stalament will render my Agpheation & cngoing assistance, if any,
lizdle Tor rejactontancedlation.

21| solernnly canfinm thal essistance, i received from Koshika Foundation, will be used anly for he “purpose’”. s gtated in this Form, for shich such assistance
was requested by me.

5] | hereby canfirm thal | have not & will ned in fulre, avail of reirmBlrsament, in pad or in full, frem any other soTaemployarinsurance company, af the amount
for which Uhis sssrtance |5 requesied,
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AGREEMENT by APPLICANT ( spivs Zm 57

1} By affixing my slgnature or thumb imprasskon en this Form, | (Appllcant) hereby agres & authedlze Koshika Foundation and il's Trustees to
use/publishiput-upfreproduce my name. address, phote & detalls of the *purpose”, for which such assislance is requesledigranted, hrelgh any
medium, insluding but net lmited ta verbal, print, elecirenic, for soliciing denalkons for Koshika Foundation andior disseminating infarmation aboul it's
acliviius/achievements. Sush use of my photo & detalls can be made by Kashika Foundation before or after my reatment of fulfilmoet of the “purpose®
for which assistance is baing requested.

2] | {pplicant) lurthar agree Lhat any such use of my name, addrass, phoio & details of the “purposa”, Tor which such asslslance is requestedigrantad,
will nl gulomatically entitle me for recelving or continuing the sald assistance. The declsion far granking andfar canlinuing the assislance will rest sakely
wilh the Trustees of Koshika Foundation, and Iheir decision |& this regard will be final gnd acceptable lo me
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION ;

AGREEMENT by HOSPITAL (70w m W7R)

By affixing hereundsr, signalure of our Authorised Signatory For recommanding this cazelpalient for financial assistance from Koshiks Faundation, we
{Hospital) hereby affirm & accepl following:

1) fhal we nelther are pressntly nac will in fuure gvail of Tinancial assistance from another NGO or any other source, for the same patenticose, as we are
requesting in get from Koshika Foundation, 1o the extent (hil such assatance is granted by Koshixa Foundation. IT the requested assimlance ig nol grariod
by Koshika Foundation, in part o in full, than tha Hospital reservas I's right to make up fhe shorfail from anolher HGO or any. olher sourcs, This
confirmation essentiaily states thal the Hospital will not svall any duplicate assistance for the same patient/case from any other NGO or any offer source
2} The assistance from Koshika Foundatlon |s only financie! in nalure. The choice of the realmentprosedurs sdvised/conductod by [he Hospial on the
patiant, iz based on the arrangement between the patlent & the Hospital, and is it no way influenced by Koshika Foundallen, Hanca, 1ha Hospital will
assume sole & complete responsibility of the reatment & its oulcome & safety of the patient, and Koshika Foundatlon will have na role or respansliny

in tha matier.
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