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DECLARATION by APFLICANT. SFTS T W wa:
1)) herety confirm that ali details in this Form are True to the best of my knowledge: Any taise staternant will render my Application & ongoing assistance, If any,
frabile for rejection/canceliasion
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) ) herety cordim that | have nol & will not in future. aval of seimbursement, in part of in full, from any oiher sourcelemployer/insurance company, ol the smount|
for whach this assistance it requested
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1) By affixing my signature or thumb imgression on this Form, | 1 Apolicant) heseby agree & sufhonss Koshika Foundation and its Trustess 1o
usa/publish/pul-uplregroduce my name, sddress, pholo & detalls of the “purpose”, for which such sssistance b requested/grpntod, throwgh any
medium. inchuding out nat limiled ko verbal, print, ekectronic, for soliciting donstions for Koshika Foundation and/or disserminating information about il's
sctivilien/achivemants. Such use of my pholo & details can bo made by Koshiks Foundation before or after my treatment or fulfiiment of the "purposs”
far which assistance i3 baing requesied
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wil not avtomaticatly entitie me for receiving or continuing the said assistance. The decision for granting andfor continuing the assiatance will rest solely
with tha Trustses of Koshiks Foundalion. and thelr decision is this regard will be final snd acosptable (o me.
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AGREEMENT by HOSPITAL (vw=mm 5% wTH)

By affung herounder, sgnature of our Authonsed Signatory for recommening this case/patiant for financis! assistarics trom Noshika Foundation, we
(Hospital| hersby sffirm & accept following:

1) that we neither are presendly nor will in future avall of financiol sesistsnce rum andther NGO or any other soures, lor ihe same patisnt/case, s we are
requasting lo get from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. If the requesied assistance /s not grantod
by Kowhika Foundalion, in part or in full, then the Hospital resarves it's right 1o make up the shorttall from another NGO or any other souwoe. This
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