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DECLARATION by APPLIGANT: e gm s va;

1} | hereby conlirm thal all details in this Form are Trua to the bast al my knowladga, Any false stalament will render my Application & ongoing assislance, if any,
liakle by rejectionfeancaliation,

2} | solemnby confirm Ihal assistence, if received from Koshika Foundetion, will be used onty For the "purpose”, a3 staled in this Form. for which such pssislance
was requested by me.

3 | heweby conlivm 1hat | have not & will not in fulure, avail of reimbursemenl, in part or in ull, from any Mher sourcefamployerfinsurance company, of the amount
for which this assistance is requesiod.
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AGREEMENT by APFLICANT (&mes 2 F1)

1} By aMfixing my signature or thumb impresskan on this Formn, [ [Apphicant) haraby agree & autharlse Soshiks Foundation and it's Trestees o
usa/publish!put-upfreproduce my name, addréess, phain & details of tha "purpase®, for which such assistance & requestadigranted, thraugh any
medium, ingluding bul ng limited to varbal, print, alscironic, for sollciling donatlons for Koshika Foundation andfor disseminaling information abowt il's
activitles/achisvements. Buch use of my pholo & details can be made by Koshike Foundation bafore ar altar my trsalment or fulfiiment of the "purpose”
for which assislance is being requested,

23 [ (Applicant) fudher agres that any sugh use of my nama, address, photo & datails of the "purpose”, for which such assislance is requestedigranted,
will At aytematecalty eatila me for receiving or conliouing the said assistance. The decigion for granting andfor conlinuing the assislance will reast solely
with the Trustaes of Kashika Foundation, and their decision is this regard will be final and accaptable to me. ...
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AGREEMENT by HOSPITAL (woyama g7 )

By afficing hareunder, signalure af our Authorized Signatory for recommending this casefpatient for financial assistance from Koshika Foundation, we
{Hospital] heraby affirm & accapl following:

1) that we neilher are presantly nor will In future avail of financial sssislance from anolher NGO o any other saurce, for the same patient'case, as we are
requesting o get from Koshika Foundation, to the axtent that such assistance is granted by Koshike Foundalion, |f the requesled assislence is not granted
by Koshika Foundation, in par or in full, Then the Heapital resarves [t's righl 12 make up tha shorfall (rom another NGO ar any other source. This
genfirmation essenbally slates thal the Hospital will not avall any duplicate sasistance for the same patienticase from any alher NGC of any other source
2) The assistance from Koshika Feundabion is enly financial in nature. The choice of the reatmenlpocedure advisediconducied by the Hospilal on the
paliant, is bagad on the arrangement between the patient & the Hospilal, and 18 In no way influenced by Koshlka Foundation. Hence, the Hospital will
gssuma sola & complets rasponsibility of the eatmant & e culcome & salely of Ihe patienl, and Koshika Foundalion will have no mile o responsibility

in the matler.
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