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DECLARATION by APPLICANT: siiew o whow ww;

1)1 hereby confirm that af detals in this Form are True 1o the best of my knowledge. Any false statement will render my Appiication & ongaling
fablo lor rejectionfcancallation.

2) | solemnly confirm thal assistance, if received from Koshiea Foundation, will be used only for the "purpose”, as stated in this Form, for which such as

Wi roquosiod by me

3} 1 nereby confirm that | have nat & will not in future, avail of reimbursament, (n parl of in full, from any other sourca/smgloyet/insurance company, of the
far which this sasistence i requested
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1} By alftming my signature or thumb impression on this Form, | (Applicant) hereby agree & aufhonse Koshika Foundation and it's Trustees Io

uba/publish/pul-upiroproduce my nama, address, photo & dotails of the *purpose”, for which such essistance s requesiedigranted, through any

medium, including bul not limited Lo verbal, print, electroniz, for solicting donations for Koshika Foundation sndlor disseminating Information aboul i's

activitive’achisvemenis: Such usa of my phole & details can be made by Koshika Foundation balare or after my irestment or fulliiment of the "purpose”

lor which assistance i being requestod,

2} 1 (Apphcant) furlner agree that any such use of my name, address, photo & detalis of the "purpose”, for which such assistance is requestadigranted,

will ol aularmilically enlitle ma lof receiving of continuing the sald asslstance. The decision for granting andier conlinuing the assistance will rest solely

with [ha Tregtess of Keshins Foundation, and thels decteion is Sis regard will be final and scceptable o me.
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AGREEMENT by HOSPITAL (¥oms B %00)

By allining hereunder, signature ol our Authortsed Signatory for recommending this case/patient for financial assistancs lrom Koshlka Foundation, we
(Hospital) hereby affirm & accept following:

1) thal we nelher are presently nod will in luture aval of linancial essistance liom another NGO or any other source, for the same patientcase, 85 wa ane
requisling o gel lrom oshika Foundation, 1o the extent ihat such assistance is granted by Koshika Foundation, If the requesied sssistance is not granted
by Koutika Foundabion, in part or in hull, then the Hospltal reservas It's right to make up the shortfall rom another NGO or any other source. This
confirmation essantially stales thal the Hospital will not avail any duplicate assisiance for the seme patient/cess from any other NGO or any other source
2) Thir mesistance from Keshiks Foundation ks only hnancial in nature, The cheoice ol the treatmentiprocedure advised/conducted by the Hospital on the
patient, i= based on the amangement between ihe patient & the Hospital, and is in no way influsnced by Koshiks Foundation, Hence, the Hosgital will
igsumme acke & complale responalbiity of the teatmaent & it's oulcome & salety of the patient, snd Koshike Foundation will have no rale of fespons|bity
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