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DECLARATION by APPLICANT: #T9% BAT ®m ¥9:

1}1 hereby confirm thal all details In this Form are True 1o the besl of my knowisdge. Any falsa stalement will render my Applicalien & ongaing assistance, it any,
liable for rejecticnicancelialion,

2} selemnly confirm thal assistance, if receved from Kashlka Foundation, wilt be used anly for the “purpase”, as staled in this Form. for which such assistance

was requested by me.

3} 1 heteby confirm thal | have rot & will notin Rsture, avail of reimbursement, In part or in fll, from any olhar saurcafemployerfinsurance company, of the ampynt

for which this assistance is requested,
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AGREEMENT by APPLICANT (e o 00

1] By affixing my signaturs or thumb kmpression on this Form, | {Applicant} hereby agrae 8 authorkse Koshika Foundallon ard i's Trustaas to
usefpublishiput-upireproduce my name, address, photo & detgits of the “purposa”, for which such assistancs is requestadigranted, hrough any
medium, ingluding bul not imiled 1o verbal, pant, efectronic, Tor suliciing donations for Koshika Foundation andior diszaminaling information aboul it's
aclivlliesiachievaments. Such use of my photo & delails can be made by Koshika Foundalion belare or after my Ireatment or fulfiment of the “purpoess’
far which assstance is baing requested.

2} | [Applicant} furthed agrea thal any such use of my namea, address, phole & detalls of 1he *purpose”, for which such assislance is raquastadfgranied,
will not aytomalleally enlitle me for receiving or eontinuing the said assistance. The deelsion for grenting and/or contlnuing the assistance will rest solefy
wilh Iha Trusteas of Koshika Foundation, and their decision is this regard will be final and accaplable to me
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APFLICANT'S SIGHATURE OR LEFT THUMB IMFRESSION :

AGREEMENT by HOSFITAL (TFWAT W FI0)

By aficing hereunder, slgnalure of our Authorised Signatory for recommending this case/patient for financial assislance from Koshika Foundation, we
{Haspital) hereby atfirm & sccapl following:

1) thet wa neither are presenlly nor will in future avail of finzncial Bssislance from angther NGO o any other source, for the same patient/caze, ag we arg
requesting to get from Koshika Faundation, o the exlent Ihal such assistanca is grented by Keshika Foundatian. I tha requesled assistance is not granted
by Koshika Foundation, in pan ar in full, then the Hoapitsl reserves ife right to make up the shodfall lrom anether NGO or any other source, Thia
confirmallon essanlislly siales thal the Hoaplial wil nol svall any duplicate assisiance for the same palienticase frora any olher NG o any olher seurce
21 The assistance Irom Koshika Foundation is only financial in nalure. The chowe of the treatment/procadure advisedfeonducted by the Hospital on the
patient, is based on the arrangement betwesn the patlenl & the Hespital, and is in no way Influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complele responslbility of the treatment & It's outcome & safely of the patiant, and Koshika Foundation will have no rofe or respensibility

in he matiar.
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