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DECLARATION by APPLICANT: s g v v3.
1} | hesratyy cofinm that sl delalls in this Form are True to tha best of my knowledge. Any false statament will rentet my Application & ongoing assistance, if any.
liable: for rejectionicancaliation.

2) | solemnly confirm that assistance, if recaived from Koshlka Foundabon, will be used only for tha “purpess”, a8 stated in this Form, for which such assistance
wias ragueiiad by me

3) | hsrtry exnfiern thit | hava not & will not in future. avall of relmbarsement, o park o i full, from sty sther sourcalemployerinsurancs oompany, of the amount
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AGREEMENT by APPLICANT ( snaws g0 %T7)

1) By sffixing my signatute o thumb impression an this Farm, | (Applicant] heteby egrea & suthornise Koshiks Foundation and it's Trustees 1o
ussipublishiput-upreproduce my name; address, pholo & datalls of the “purpose”, for which such assistance b reguastad/granted, through any
medium, Inciuding bul het limied to verbal, prnt, #lectronie, for sollsiting donations for Koshika Foundation and/or dissaminating irformation ahaul il's
selivitleachisemants. Such use of my phots & detrils can ba mede by Koshivs Foundation beforo or after my treatment o fulfiiment of the ‘purposa”
for which assistance s Deng reguesied.

241 {applicant) turther agroe thal any such use of my name, addrees, phole & dgetails of ihe "purpose”, for which such assistance is requestsd/grantsd,
will not autematically entitie me for recelving or continuing the said assistance. The declsion for granling gnd/ar continuing the assistanos will rest solaly
with the Tiustess ol Koshika Foundstion, and theér deaision 15 this regard will bs fingd ang acceptabla 1o me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPTTAL (¥&IA/ T %10)

By affijung hereynder, signature of aur Authonesed Signatory for recommending his case/patant for financial gesistance from Koshika Foundation, we
{Hospital) haraby affirm & aceapt following:

1) thal we neither are presently nor will in future avall of financial ssskstance from andlher MGO of any olher source, for the same patisnl/case, &s we am
requesling to gel from Keshika Foundation, to Ihe axtent that such assistance i€ grantad by Roshika Foundation. If the requesied assistance is not granted
try Koshika Foundation, In part or in full, then this Hospital reserves U5 right to make up tha shortfall from another NGO or any other source. This
confirmation essentially states that the Hospitsl will not avall any duplicale assistance for the same patient/case from any othar NGO of any other source.
2) The assisiance from Keshika Foundation fs only financial In nature. Tha choice of the ireatmant/procedurs adviszd/conductad by the Hospital on the
patient, It based on the arrangemant betwesn tha patient & the Hospital, and is in no way influanced by Koshika Foundation. Hence, the Hospial will
Bssume 506 & complete responaibility of the testment & It's outcome & safaty of he patient, and Koshika Foundation will kave no role or responsibility
in the maties.
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