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DECLARATION by APPLICANT: St gy s W

1) | herely confirm tal all detils in this Form are True to the best of my knowledge. Any false statoment will render my Application &
lisbde for relection/canceliation.

2} | selamnly confirm thal assistance, If recelved from Koshika Foundatlon, will be used anly far the "purpose”, as stated In this Form, for

was reguested by me.

3) | haraby confirm that | have not & wil nel in future, svall of raimburssmant, In part o In full, from any other sourcelemployerinsurance

fior whilch thin sssisisncs s requested
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AGREEMENT by APPLICANT (subew 510 wat) A

1) By affang my signature or thumb imprassion on this Fonm, | (Applicant) biereby agree & suthorise Moshilka Foundation and It's Trustess o
use/publishiput-upireproducs my name, addross, photo & detalls of the "purposa”, for which such assistance is requested/grantad, through any
madium, Including bul not limiled Lo verbal, prinl, electronle, for sallofling donations for Koshika Foundation andfor dissemingling Information about it's
acliviiesfachisvements. Such use of my phato & detalls can b made by Kashika Foundation befora or after my treelment or fullilment of ths *purpose”
for which assistanos Is belng requesizd,

2) | (Apglicant) further sgree that ary such use of my name, address, photo & detalls of the “purpose”, for whish such assistance [s requesiedigranted, \

will not automatically entitie ma for recelving or confinuing the sald assistanos. The decision for granting andlar continuing the assistance will rest solaly
with the Trustoes of Keshika Foundation, and Iheir docislon fs this regard will be final and soseplable to me.
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APPLICANT'S SIGNATURE OR LEFT THUMD IMPRESSION :

AGREEMENT by HOSPITAL (wemmer B %u1)

By affixing hereunder, signature of our Authorised Signatory for recemmentding this casa/patient for financial assistance from Koshika Foundation, we
{Hospltal) hereby sffirm & accept following:

1] that we neither are presently nor will in fulure avall of financial assislance from anolher NGO or any olher source, for the same palient/case, 28 we are
requesting 1o get from Koshika Foundation, 1o the extent that such essistance ks granied by Keshika Foundation. if the requesied assistence is not grantsd
by Koshika Foundstion, in part er in full, then (ke Hospital reserves It's right to make up the shortfall from snother NGO or any other source. This
sonflirmalion essentially stetes ihat the Hospital will not avall any duplicale assistance for the same patlent/case from any olher NGO o any other source,
2) The assistance from Koshika Foundation s only financisl in nature, The choloe of the treaiment/procedure advisediconducted by the Hospital on the
patlent, ks based on the arrangemant between the patlent & the Hospital, and is In no way Influenced by Koshika Foundation, Hence, the Hoapital will
assume solo & compiats responsibility of the treatment & s cutcome & safety of the patlent, and Koshika Foundation wil have no role or responsibility

in the matisr,
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