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DECLARATION by APFLICANT: ST g0 e w;

1} | hataby confirm thal sfl detalls In this Form are Frue to the best of my knowledge. Any fakse stalemenl will render my Appllcation & cngoing asskstance, if any,
liakle for rejection/cancs/latizn.

2} solamnly confirm thal aesistanca, if recatved from Koghika Foundation, will b s cnfy For the “purpesa”, 28 slaled in this Fomn, for which such assistance
was requested by me.

3 | hetety confirm that | have not & will notin fture, avarl of reimbursemant, in part o in full, from any cther source/employarinsurance comgay, of the amount
far which this assistance s requested
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AGREEMENT by APPLICANT (sptew 70 F10)

1] By affixing my signalure of Ihumb Impréesslen on this Formm, | {Applicant) hergby agres & authorss Koshika Foundatien and it's Trustess to
usedpublish/pul-upirepraduce my name, address, phala & delails of e “purpose”, for which such essislanca & requestedsgranted, through any
madium, inchuding bul not limited to verbal, print, ghkectronic, for soliciting donations for Kazhlka Foundation andfor disseminating informalion about il's
acliviliesiachievernents. Such use of my photo & detals can be made by Koghika Foundation teefora or after my Ireatment of Tulfilment of tha "purpose”
for which assisiance s being requested

21 [Applicant) furiher agree that any such use of my name, addresd, phola & details of the "purpose” lor which such assislance is requesiedigranied,
will il sutomatically entide me for recalving or contlnuing the seid aesistance. The decision for granting andlor conlinuing the assistance will rast solely
with the Trustess of Koshika Foundstion, and Ineir decision ia tis regard will ba fined and acceplable o me
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AGREEMENT by HOSPITAL (¥l 510 )

By affiang hereunder, signature of our Authorised Sigaatory for recommending Ihis case/patiant for financial assistance rom Kaoshika Foundation, we
{Hespital] hereby afilrm & accepl fellowing:

1] thal wa naithar Bre presently ner wil m futyne avail of financial assislance frotm ancther NGO or any olher source, for the sama patienkcasgae, as we ars
requesting to gel from Kashika Foungation, to the exient that such assistance |6 granted by Koshika Foundation. if the requesled assislance is nat granled
by Koshika Foundstion, in part or in full, then the Hospital rasarves it's ighl 1o make up the shorfall [rom anothar NGO or any other saurce. This
confirmation ezsantially states that Ihe Hespital will not avail any duplicale aysislance for the same patenticase Irom amy othar NGO or any elher source
24 The assistance rom Koshika Foundalion is oniy inancial in nature. The choice of the trealment!procedure advised/conducted by the Hospital on the
pahent, is based cn the arrangement batween the palient & the Hospital, and |5 in no way influsnced by Koshika Foundation. Hence, 1he Hospital will
assume sole & complale responsibility of the Iregtrent & iI's outcomea & safsty of the patient, and Koshlka Foundaton will heve o rolg or responsibility
in Ihe matter,
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