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DECLARATION by APPLICANT: HTTE 0 =Mom +:

131 hereby conlien Dhat alt details in this Form are True to the best of my knwnwleddne. Any false stalement will render my Application & orgaing assistance, i any,
liable for rejaciordcanosation.

2} | sglernily confirm thal assislanca. If received from Koghika Foundation, will be ugad only for Ihe “pipose”, o5 slated In this Fom, for which such assistance

was requested by me.

3] | hereby confinm thal | have not & will ned in future, avail of reimbursement, in parl or in full, fram any other sowcelempleverfinsurance company, of Ihe amaun
for which this assistance is requasted.
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AGREEMENT ELPPLIEANT { HoE T )

1} By affixing my signatura or thumb impressien on this Form, | (Applizant) hereby agree & authorisa Koshika Foundation and s Trustees to
usefpublighiput-upfreproduce my nama, addrass, photo & detalls of the *purpase”, fof which such assislanoce is requesladigranted, thraugh any
medivm, Including but not Irkted to verbal, prinl. elacirenic, fer soliciting donations lor Koshika Fouration andior disseminating information about it's
activitles/achievermenls Such use of my phol & delalls can be made by Kashika Foundation befere or aftor my treatment o fulfilment of the “purpose”
for which assistance is being requesied.

2] | {Applicant) further agrea hal any such usa of my name, address. photo & details of the "purpesa”, for which such asslstance is requesledigraniad,
will not sutermatically emtille me for recelving o cominuing the sakd assistance. The decislen fer granling andfor cortinuing the sssiztance will rast solaly
wilh Ihe Trustees of Koshika Foundatlan, and their decigion is this regard will be fnal ard acoeptable o me.
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AGREEMENT by HOSPITAL (¥ F &iH)
By aflixing hereunder, signatura of our Authorised Signalory for recommending Lhis case/patiant fer financial assislance frarn Koshika Foundation, we
{Hospdlal) hersby affem & pcoepl folowing:
1) thatt we neither are presently nor will in future avall of finsncial sssistance from ancther NGO or any other source, far the samn pallenticase, os we are
roquasting 1o get from Keshika Foundation, to the sxiont That such assistance s granisd by Koshika Foundation. Il the reguesiod assistance ks net gramted
by Koshika Foundation, in pan or In full, then the Hospital reserves i's right 1o make up the shorfall from anciher NGO of any ofher saurce Ths
confirmation esnentially stotos that the Hospital will not avail any duplicals sssistance for the same patieni/case from any olher NGO or any olhar source.
2} The assistance from Kostka Foundation is only inanclal i nature. The choice of the treatment'procedure advisedieonducted by the Hospital on tha
paliant, it basad on e arangement batwaon tha patken & the Hospital, and ks In no way infuenzed by Koshika Foundation, Hence, the Hospital will

sssume sole & complete respansibiity of the ireaiment & iU's outcome & salsty gf the pationt, and Koshike Foundallon will have no mle or respensibility
in the matier.
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