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DECLARATION by APPLICANT. Scs P whes o9:

1) | hereby condirm that all details in this Form are True 1o e best of my knowledge. Any taise stsiemen] will rencer my Applicalion & ongolng assisiance, if any,
e for nejoction/cancaliation

2 | solemnly confirm that assstance, If received from Hoshike Foursfation, will be used only for the "purpose®, 25 staled In this Foem, for which such assislance

wo roquenied by me

3) | hereby vonfirm that | have rol & will not In fAture, avad of relmbursemeant, in part or bn &4, fom any olher souscelemployetfinsurance company, of the amount]
for which thils assistance s recquentnd 5
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AGREEMENT by APPLICANT (smive go %m)

1) By afiing my signalure of thuinb impressicn cn this Form, | (Applicant) hereby agreo § authorise Koshika Foundation and IU's Trustees 1o
usapublishipul-upireproguce my nama, addisss, pholo & detalls of the “purpesa”. for which swah assistance is requosiedigrantad, through any
medium, including but mal limited to verbal, prinl, slectrenic, lor soliclling donations for Koshiks Foundation andhr dissaminating Information aboul &'s
nctivillies/actievamants Such use of my phole & detalls can be made by Koshika Foundation belore or after my treatment or Rulfiiment of fhe “purpose®
for which assasiance i1 baing meguedind

2 {Applicant | furthsr sgree thal any such Use of my name, addréss, pholn & datalls of the "purpose’, lor which such assisiancs i requesiadigrenied,
will not sutomaticely andile me (o receiving of continuing the Leid speistance. The decision o grending andfor continuing the sesistance will eyl solgly
with the Trusizes of Koshike Foundston, Gno ther decigion is this mgemd will be final anc scosptabée fo me
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APPLICANT'S SIGNATURE OR LEFT THUME MPRESSION :
AGREEMENT by HOSPITAL {¥eess ga %tm)
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By affixing hereunder, signature of our Authorised Signatory for recommanding this case/patient for linsncial sssistance from Koshdka Foundation, we
[Hanpital) hereby affie & accapt feliowing:

1) that we neitrer are presanty nor will in futse il of fmencial sssistance from another NGO or any other source, for the same pelienticase, 3 we are
requesting ha gel tom Koshike Foundation, 1o the extont that such assistance is granted by Koshika Foundation. If the requesied assietance is not granted
by Hoshika Founaation, in part or in full, then the Hospital reserves e sight to make up the shortiall from anather NGO or any olher scrce. This
confirmation aasentially states thal tha Hoepital will Aot avall any duplicsts asslitasce for the sume patient/csse from any other NGO or any other source
2} The assistance from Koshika Foundation i oniy financial m nature. The dwice of Ihe reaimenlprocedure advisadiconducted by the Hosgital on-ihe
patien, is bassd on the srrangament batween (he prtient & the Hospital, and is in no way influenced by Koshike Foundation. Henos, the Hospital will
sssume sols & complets responsility of the treatment & It's outesmne & safety of the patiant. and Koshika Foundation will have no role or responsiility
in thi maile:.
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