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DECLARATION by APPLICANT: sATH WU S T .

1) | hewaby confirm that all cetalds in this Form-are True to the bast of my knowledga. Any false statament will rendar my Application & ongoing assistance, if any,
Eabie far rejection/canceiiafion.

2] | solemnly confirm thit assisisnce, If recalved from Koghika Foundation, will be uesed only for tha “purpose’, as stated in this Form, for which such assistance
wae reguested by mo.

3) | haraby confirm that | have not & will not in future, avell of mimburssment, in par or in full, from amy other scurce/amployerfinsurmnce company, of the amount
for which this sssistancs is requested.
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AGREEMENT by APPLICANT ( svdms g wut)

1) By afxing my signature of thumb impression on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and IU's Trusiesas Lo

unaspublishipul-up/reproduce my name, address, photo & dotails of the “purpoes”, for which such assintances is requested/granted, through any

madium, Including but nol limited to vertal, print, elestronic, for sollclting donatlons for Keshika Foundation andior dissaminating Information about it's

activitisi/achievemants. Such use of my photo & delalls can be mads by Koshiks Foundation befors or after my restment or fulflmant of the “purposs”
for which assistance is being requested.

211 (Applicant) further agree that any such use of my name, sddress, photo & delalls of the "purpase”, for which such assisiance is requestedigranted,
will not automatically sntitls ma for receiving or continulng the sald assistance. The dectslon lor granting and/or continuing the sesistance will rest solsly
wilh the Trustees of Koshiks Foundation, and their docision (s ihis regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (w&me 0 %)
By affixing hereunder, shgnature of our Authorised Slgnatory for recommending this case/patient for finenclal esalstance from Koshika Foundation, we
{Hespital) hereby affirm & sccepl following!
1) that we nelther are presantly nor will In future avall of financial esststanca from anather NGO or any other source, for the same patient/case, Bs we are
requesting to get from Koshika Foundation, to the sxianl that such sssistance is granisd by Koshika Foundation, if the requesied assistancs is not granted
by Koshika Foundalian, in part o In full, then the Hospital reserves It's right to make up the shortfoll from anciher NGO or any olher source. This

confirmation eesentially states that (e Hospitel will nol avail any duplicals assistance for the same patianticase from any other NGO or any ofhdr source.
2) Tho assistance from Koshika Foundation ks only financlal in nature. The cholce of the tresimentiprocedure sdvisediconducted by the Hospital on the

patiend, i besed on the arangement batwaen the patient & the Hospital, and is In no way influsnced by Koshiks Foundation. Hence, the Hospital will

assume sole & comphite responsibility of the treatment & i's oulcome & safety of the and Kouhika Foundstion will have no role or respansibility
in the matber.
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