DECLARATION by APPLICANT: WrEs 3 Wi w1

1) | hesty conlfinm that all detsils in this Form af= Tres lo the best of my knowledge. Any false statement will render my Application & ongoing sssistance, il any,
lisbie for rejecton/oancolialion,

2} | molemnly confirm that assistsnce, | recetved from Koshika Foundation, will be usad only for the "purposs”, as stated in this Form, for which such asslstance
wa requested by ma.

:'-}Ihmnuﬂ?ﬁﬂm1 have not & will not in fulere, aved of reimbursement, in part or in full, from any ofher sourcelemplayeriinsdrance company, of tha amaunt
for which this assisiance is requesied.
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AGREEMENT by APPLICANT (wros g0 wim)
1) By affixing my sigrature or thumb impression on this Form, | {Applicant) hereby agrea & authorise Koshika Foundation and IU's Trustess to
usalpublishipul-uplreproduce my name, sddress, pholo & datails of the "purpose”, for which such assistance /s requested/graniad, through any
medium, inciuding but riot limiled to verbal, print, electronic, for saliclling donations for Keshike Foundation andfor disseminating information about if's
aciivides’schievemants. Such use of my pholo & details can be made by Koshika Foundstion before or after my reatment or fuifilmeant of the “purpose”
for which assistance is being requestod. -
2) | (Applicant) further agree Ikat any such use of my name, address, photo & deiails of the *purposs”, for which such assislance i§ requastsd/granted,
will not automatically entitls me for recelving or confinuing the sald assistance. The decision for granting endicr continuing the assisiance will rest solaly
with this Trustsas of Koshika Fourdation, and Uhelr decision Is this regard will be final and acceplable Lo me,
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APPLICANT'S SIGMATURE OR LEFT THUME |IMPRESSION :

AGREEMENT by HOSPITAL (Wi T Wir)

By affixing hareunder, signature of our Authorised Signatory for recommending this case/patient for financlal asskstance from Keshlka Foundation, we
{Hospial] heroby affitm & accepl foflowing:

1) that wie netthar are presantly nor will in fulure avail of financlal assistanca from gnother NGO or any other source, for Ihe sama patlent/case, @s we are
requesting 16 get from Koshika Foundation, 1o the extent that such assistance is grantad by Koshika Foundation. If the requested assistance is not granted
by Koshike Foundstion, in part orin full, then the Hoopital reserves R's right 1o make up the shortfall from anather NGO or eny other source. This
confirmation essentially states thal fhe Hospital will not avall any duplicate assistanca for the same patienticase from any other NGO or any olher source,
2} The assiztsnos from Koshike Foundation s anly financial in neture, Tho cholcs of the trestmentprocedune advised/conducted by the Hospital on the
patient, ls based on Lhe arangement between the patlent & the Hosplial, and |s in no way Influsnced by Koshika Foundation. Hance, the Hospital will

assume sole & complete responsibility of the treatment & It's outcome & salety of the patient, and Koshika Foundation will have no rab or responsibllity
in the matler
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APPLICATION FORM FOR ASSISTANCE
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