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DECLARATION by APPLICANT. S o0 W 73:

11 hereby confirm thal all detads in this Form are Troe 1o the best of my knowledge. Any false statemant will render my Application & ongoing assistance, f any,
fiabilo for remclion/cancallation.

2} | solemnly confirm that assstancs, |f recaived from Heshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was reguested by me.

3) 1 harety confirm Miat | have not & will not in future, avad of resmbursemanl, in pan or in full, from any athar sourcelemployerinsurance company, of (e amoun!

fowr wehich (his assistancs is requested
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AGREEMENT by APPLICANT (sofuw g w1)

1) 8y sfwing my signature or thumk: impression on this Form, | (Applicant) kareby agree & suthorise Koshika Foundation and if's Trustees to
use‘publish/put-upireproduce my name, address, pholo & detalls of the “purpase”. lor which such assistance |s requestedigranted, through any
meaium, including but not limited i verbal, print, slectronie, for soliciiing denations for Koshika Feundation andior disseminating Information about Il's
aciivilles/achizvemenis. Such use of my pholo & detalls can ba made by Koshlia Foundation befare or afier my treatment or fulliment of the "purpose”
for which assistance |s being requesied

2) 1 (Applicant) furiher agres thal @y such wse of my name, address, pholo & detalls of the "purpose®, for which such assistance is requestedigranted,
willl not sutomalically entitle me for receiving or conlinuing the said assisiance. The decis|on lor granting and/or continuing the assistance will resl solaly
with the Trusiees of Koshika Foundalion, and their decssion & his regard will be final and sccaplable o me.
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AGREEMENT by HOSPITAL (wsmm g wwt)
By affixing heraunder, sgnalbete of cur Authorised Signatory for recommanding this casa/pallent for financial assistance from Kashika Foundation, we
(Hospiiad) hereby affirm & accapt following:
1} thal we neiher are presently nor will in future avail of finencial assistance from ancihar NGO or any other source, for the same patienticate, 88 we are
requesting to gel from Koshika Foundation, to the exlent It such assistance is granied by Koshiks Foundation, If the requested assistanca is nol granied
by Kushika Foundation, in past or i full, Iken the Hospial resarves IUs right lo make up the shortfall rlom andther NGO or any other source. This
confirmastion essentially states thal the Hospital wil not avail any duplicale ess|sience for the same patient'case from any other NGO or any other source.
Z) The assistance from Koshika Foundation is only financial in nature. The cholcs of the lrestment/procedure advisedicanducted by the Hospital on the
patient. is based on the arrangement batween the patient & the Hoopital, and |s in no way influsnced by Koshiks Foundation, Henca, the Hosptal will
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