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DECLARATION by APPLICANT: s T Wiy

1) | hersby confirm that all detalls in this Form are T to the best of my knowledga. Any false statement will fandar my Appiication & ongoing assistance, if any,
lisbdy foe retaction/canceiation

2) | solesminly eanfirm that assstance, if received from Koshika Foundation, will ba used only for the “purpose”. as siated in this Form, for which such assistance

waS reglestad by me

T3 | harety confinm that | tave rot & will nol in Tutuee, avail of reimburssment. in part o in full, froim any oiher source/smployerfinsurance compary, of the amount

for which this assistanos is reqeesied
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AGREEMENT by APPLICANT ( sawew g %)

1) By affiing my signature or thumb impression on this Form, | (Apphcant] hereby agres & aulhorise Koshika Foundation and IU's Trustess to
usalpubilishiput-upfraproduce my name, address, photo & details of the "purpese”, for which such assistance fs reguested/graniad, through any
miedium, including but nol imited to verbal, print. electronic, for soliciting donations for Koshika Foundation andior digzaminating information aboul its
activilies/schigvemants. Such use of my photo & details can b made by Koshika Foundation bafore or after my treatment or fulfiimaent of the "purposs”
for which asgistance |8 being requasled

2 | (Applicant) lurther agres that any such use of my neme, address, phola' 8 detalls of the “purpose”, for which such assistance | requestedigranted,
will not sutomatically entifle me for recsiving or confinuing the said ass:stance. The dacision for granting and/or continuing the assistance will rest solely
with the Truslees of Koshike Foundation, and thelr decision is this regard will be final and acceptable o me
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION

AGREEMENT by HOSPITAL (7HAH BF1 &)

By affising heimunider, signatute of our Authorised Signatary Tor recommanding this casaipatient for lingncial assistance from Koshika Foundation, we
(Hospital) heraty affirm & accept following:

1) that we nether are presently nor will in fulure avall of financiel assistande frem enother NGO or any other source, for the same patienticase, as we are
requesting fo get from Koshika Foundation, to the extent that such @ssistance |s granted by Koshika Foundation, Il the requested assistance is nol granted
by Koshia Foundetion, in part or in full, ihen the Hospital reserves it's fight to make up the shortiali from another NGO or any olher source. This
confirmation essantially slztes that the Hospital will not avall sny duplicate asststance lor the same pationt/case from any othar NGO or any ather source,
2) The essisiance fiom Koshike Foundation 1s only financlal in nature, The choice of the treatmentiprocedure advisad/oonducted by the Hospital on the
patient, s based on the erangament between the patlent & the Hospital, and Is in no way influenced by Koshiks Foundalion, Hence, tha Hospital wiill
assume £olo B complete rasponsibility of the trestment & it's outcoma & safety of the patien, and Koshiks Foundation will have no role or respansitility

in the mattar.
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