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DECLARATION by APPLICANT: R Tr1 e w:
13 | hareby confirm that all getails 7 this Farm are True 1o the besl of my knowiedge. Any false stalement will rendar my Application § engoing assistance. if any,
liat#e for repectioncancedlation.

2 | solemily corfirm that assistance, If recaived from Kestika Foundation, will be used only for the “purpese’, as siated in this Fom, for which such assistance
was requested by me

3) | heretry comfirm thal | hava not & wiel ied in fartura, @vail af reimbursarnent, in pan orm full, from any othes spumaanpboyerfinsurance compary, of the amouni
for which Lhis assstance 5 requesied
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AGHREEMENT by APFLICANT [ 3aR+ 5+ }

1 By aflixing my signalure of lhumb imprasslon on this Form, | [Applicant) hereby agrea & authorize Koshika Foundation and il's Trustees fo
uselputHishipul-upirepraduce my name, address, phote & datails of the "purpose”, far which such assisiance is requestedigranted, through any
medium, including bul net limited 12 verbal, grint, glestrantc, Tor soliciting denatlons for Koshike Foyndation andlor dizseminating information sbout 's
acliviliestachiewernents. Such use of my phola & delals an be mede by Keshika Fourd ation befora or after my treatment or fullilmenl of ihe “purpose”
for which gssistance is being myuasted.

2} | [Applicant) funher agres that any such uses of my name, address, phioto & detaits of the “purpoza’, for which such assistance is requestedigranted,
will ol automatcally entile me for receiving of conlinuing the s23d agsislance. The ducision for granting andfer continuing ihe assistance will resl sclely
with tha Trustees of Koshika Foundation, and thalr decision is thls regard will be fined and accaptable to me.
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: AGREEMENT by HOSPITAL [¥=mE 3T +91)

By affixing hereunder, siqrature of cur Authorised Signatory for recammending this casedpatient for financial sesistance from Koshika Foundation, we
{Hospital} hereby afirm & accepl follawing

1} that we neither are presently not will in future avail of financial agslstance rom angther NGO ar any ather source, for the same palientitaze, as we are
requesling 1o gel Irom Koshika Foundation, o fhe sxient that such assistance is granted by Koshika Foundation, If the raquested assistance is not granted
by Kashika Foundstion. in part or in full, then the Hospltal resarves ifs right Io make up the shofall from anciher MG ar amy other source, This
confronation esgenlially states thal the Hospital will not avail any duplicate aasislance far the same patieniicase fram any olher NGO or any other source
2 The assistance from Koshika Foundaton is only financial in nature. The choice of the treatment/procedure advisediconduscted by the Hospital on the
palient, is based on the arangement betwoan the patienl & the Hospltal, and is In no way inMuenced by Koshika Foundalien. Hence, tha Hospial wil
assume =ole & complale responsibdily of the treabment & it's culcome & sataty of the petient, and Koshike Foundatian will have ng fale af respansibiy

in Ihe mattes.
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