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DECLARATION by APPLICANT: SréTs BT WO 3:

1) | hereby confirm al =il details in this Form are True to the bast of my knowledge. Any false stalement will rendse my Application & ongoing assistances, If any,
liakla for rejectipnicancellation,

2} solemnly confirm thal esslsiance, i recel
wis requested by me.

T | hereby gonlirm thal | have ot & will nal in futurs, avail of reimbursamant, in part o« in full, from any other sourcefemployeninsurance Company, al the amaount
far which this assistance i9 requestsd.
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AGREEMENT by APPLICANT ( =viw® 5t )

1) By afficing my signature ar thumb Impression on this Fomn, I {#ppllcant) harely agres 8 authorise Koshlka Foundation and iU's Trustees to
usepublishipul-upireproduce my name, address, phote & datails of the "purpasa”, lor which such assistance i5 requesledigranted, through any
madivm, including but not imited to varbal, prinl, ekectronke, for soliclfing donalions for Koshika Foundalion andfor disseminaling infarmation about it's
aclivitesiachievarnents. Such use of my phote & details can be made by Koshika Foundation befare of afier my treatmenl or fulfilment of ihe “purpose”
Tor which asslstance is being requested.

¥y | (Applicant) further agree thal any such use of my name, address, phote & details of the “purpase”, Tor which such assistance is renuastedigranled,
will not automatically antitle me for receiving or centinung the said asgistance. The decision far graniing ansdfar continuing the assistance will rest solely
with 1he Trustees of Koshika Foundaton, and their decision is this ragand will be linal end accoptate to me,
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AGREEMENT by HOSPITAL (¥ TM F79)

By affining hereunder, signature of our Autharised Signatory For racommending this case/patient for inancial assistance from Koshika Foundation, we
fHaspital) haraby alfirm & accapt lollowing

1) thal we neither arg presenily ngr will in Juture gvail of financiel agsislanga from anolher NGO or any gther souree, for the same patienlicase, as we arg
sequesting to gel from Keshika Foundation, to the exlent 1hal such aszsistance ks granted by Koshika Faundalion, If the requested assistance 15 nal granted
by Koshika Foundation, in part or in full, then the Haspital reservas it's right to make up the shortfall from anothar MG o any athar souece. This
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patient, is based on the arangemenl belween the patient & the Hosphal, and s in no way influanced by Koshika Foundation, Henca, the Hospilal wil
assurme sole & complele responsibility of the treatment & IUs outcome & salety of tha patient, and Keshika Foundetion witl have no rele or responsibility

in the matter.
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