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DECLARATION by APPLICANT: JEH g0 S w5:

1) | hareby confirm hat all delails in this Form arg True o the best of my knowledge. Any falsa statement wil render my Applicaton & cngoing assistance, i any,
liakle For rejeclionicancellation.

2} | solernnly confirm thal essistance, i recoived from Koshike Fourdation, will be used only for the "purpose”, a5 stated in thia Farm, Tor which such as5islance

wag requesied by me

311 hareby canfirm that | have not & will not in future, avail of reimbursement, [0 part of in full, from any other sourcelemplayerfinsurance comparnsy, af the amaunt

for whigh his azsistance s ragquested
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AGREEMENT by APPLICANT | siew g0 %37)

1} By afflxing my signalure or thumb impression on thls Farm, | (Applicant) hareby agree & puthorkza Koshika Foundatgn and il's Trustees 1o
usalpublishiput-upfreproduce my name, address, phote & details of the “purpose”, for which sueh assislance is requastedigranted, threugh any
medium, ingluding but not limited to verbal, print, elactronic, for soliciting donalions fur Koshlka Foundation andior dissemingting Information aboul i's
activiliestachievements, Such use of my photo & delails cen be made by Koshika Foundaticn before or after my reatment or fulfiiment of 1ne “purpose’
for whigh aseistance is being raquested.

2} | [Apphcant) further agrea thal any such uss of my nams, addrage, photo & detalls of ihe “purposa”, for which such agslalanca |3 requestedigrantad,
wlil nat aulomalically entile me far receiving or conlinuing tha sald assistance. The decision for granting sndar continuing Iha assistance will resl salely
wilh the Trustees of Koshika Foundatlon, and their desision is this regard will be bnal snd sccoptsbis o me
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AGREEMENT by HOSPITAL (Wemms T &)

By effising hereunder, signature of our Autharised Sigratary for recommending Ihie casalpalient for inancial assistance from Koshika Foundation, we
{Hasphal) hareby affirm & scoept foliowing.

1} ihat we nedher are presently nor will n future @vall of fnencisl sssistance from another NGO of any other source, fo Tie same pallenlcase, &5 wa are
requesting lo gol from Koshika Foundation, fo the axtant fat such assisiance i granied by Koshis Foundation. If the roquesied assistance |s nol granted
by Koshika Foundation, in part or in full, fhen the Hospital reserves 1 right 1o maka up ths shontall from another NGO or any other source. This
confirmation sssenlially states that the Hospital will not sval any duplicate assistance for fhe zame pathendcase from any other NGO of any offer sourlce.
2] Thir assisiance from Koshika Foundaton i only financial In nature. The choice ol the reatmentprocedurs advised/conduciod by the Haspital on the
pafienl, i§ based on the arangement batween the patien! & the Hosplal, and is n no way infuenced by Koshika Foundation. Henoe, the Hospital wil
pRsumS sl & complete respomsibility of the treatment & IU's outcome & salety of the patient, ang Koshike Foundation will have no role of responsibilily

in the matier.
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