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DECLARATION by ARFLICANT; ¥THew g = 7a:

1} hevebwy confirm thal all details In this Farm are Frue to the best of my knawledge. Any false stalement will render my Application & engolng assistance. if amy,
liable fgr rajection‘cancellation,

211 solemaly confinm thal assistance, IF received Fom Koshika Foundation, will be used only fof the “purpase”, as slated in this Fomn, far which such assistance

was requested by me,

311 hareby confinm thal | have vol & will not in future, aveil of reimbursement, in part o¢ In full, from any other saurcalemployerinsuranca company, of the amount

far which this assistance is requested.

13 immiﬁmmﬁﬁﬂnﬂaﬁhﬂﬂﬁuﬂmimmwmhuﬁﬁmﬁwmwmiaﬁﬁmﬁmuﬁmmh

2] ﬂimvﬁmwﬁl‘#ﬁmwﬂmﬂﬂaﬁwmt,mmmﬂmnﬂqﬁﬁﬁﬁﬁmm,ﬁmmﬂwwil

3}ﬂ3|‘aamiﬁ¢ﬁnmmigwm1lﬂﬂii,mmmwﬂmwmﬁmﬁmﬁmwﬁﬁﬂﬁﬂﬁmmﬂﬂwﬂmtaﬁnﬁmﬁ‘tﬂhm

AGREEMENT by APPLICANT { sis® §it 1)

1] By affiding my signature or thumb impression on this Form, | (Appilcant) heveby agree & aulhorlsa Koshika Foundation and IV's Trustees 19
useipubhshypul-upfrepreduce my name, address, pholo & delails of the "purpose”, for which guch assistance is raguastedigranted, through any
mgdium, including bul nol limited 1o verbal, print, lechonic, for galiziing donations for Koshlka Foundation andior dissadminating information ahoul it's
activilies achisvements. Such use of my photo & details can ba made by Koshika Foundatlon before ar after my treatment or lufilment of tha "purpose”
for which assistance is being reguested.

21 1 (ipplicant) furihar agree thal any such use of my narve, ddress, pholo & detalls of Ihe ‘purpirsa”, for which such assislance is requasladgranted,
will nal autemakicalty entilke me far recaiving or continubng tha said assistance. The decisien for granting andfar continuing the assistance will rest solely
with 1ha Trustees of Koshika Foundation, end theie decision is Ihis regard will be final and secoplable o me.
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AGREEMEMNT by HOSFITAL (¥ Fr W}

By affixing horeunder, signature of our Authorsed Signaiory lor commanding Ihis case/patient for financial assistance rom Koshika Foundation, we
{Hospital) hereby affirm & acoepl following:

1) that we nefther ara presantly nos will in fulure avall of linencial assistance rom ancther NGO or any wther spurce, for the same patlenlicass, as we are
requesting 1o get from Koshika Foundafion, io the extant that such assistance |s granted by Koshika Foundation. If Ik requested gasistance is nol granted
by Hoshika Foundation, in pan of In full, then the Hospital resarven it's right 1o maka up ihe shorfall Irom another NGO or any other source, This
confimalion essentally states that the Hosplial will nol avail any duplicale assistance fo (e 3amMe patienticase from any othar NGO or any olher saurce.
21 The assistance from Koshika Foundation |s only financial in nature. Tha choice of the treaimentorocedune advisedieonducted by Ihe Haspital on the
patinnd, i= based on tha armangament betwean tha pabiant & the Hospital, and [s.in no way influsnced by Koshika Foundation, Henca, the Hespital will
aasume sole & complite responsibility of the freatmand & i's cutcome & satety of 1he patient, end Keshika Foundallon will have no role or respansibility
in the matler.
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