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DECLARATION by APPLICANT: STT% BRI Wiem w5:

1) 1 herety oonfirm thal af delsds in this Form are True 10 the besl of my knewledge. Any false statemant wil render my Application & ongoing assistance, If any,
fable for mjectionicancelialion.

2} | solemnly confirm that assistance. if recelved from Koshika Foundation, will be used anly for e “purpose”, s stated In this Form, for which such assistance

wid requesied by me

3} 1 hroy conlirm that | have not & will not in future, avad of rembursement, h pan o n lull, from any olher sourcedemployer/insurance compiany, of he amount
for which this assistants s requesisd
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1) By affixing my sigrature of tHumb lmpression on this Farm, | (Appllcant) herebiy agres & suthorise Koshika Foundation and I's Trustees to
useipublishipul-upreproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
meium, inchuding but not limited to verbal, print, electronic, for soliclling donations for Hoshika Foundation andior disseminating informalion about I's

acivilles/achevaments. Such use of my photo & delalls can be made by Koshiks Foundalion balors or afler my treatmaenl or fuliiment of the “purccse”
fior which asssstance |3 peing requested

211 (Apghieant) further agroe thut any such use of my name, address, pholo & detalls of the "purpose”. for which such sssistance is requestedigranted,
wil nol automsticsdy eniile ma lor recelving of continuing the said assistance. The decision for granting andior conltinuing Ihe assistance will rest solely
with the Trustess of Koshike Foundation, and ihelr docision i this regand will be final and acceplabie 1o me
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AGREEMENT by HOSPITAL (wemm TRl W)
By affwng horgunder, sgrature of our Authorsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
[Hospital) heraty affirm & sccep! following:
1) it we nefther s pressntly not will in future avall of financinl assistance rom another NGO or any other dource, for the same patient/cese, as we are
requestng 1o got from Koshika Foundation, fo the extent that such assistance |8 granied by Koshika . If the requesied assstance is nol greniod
by Koshika Eoundation, In part o in full, then the Hosplial reserves it's dght to make up the shortfal| from ancther NGO or any other source. This

confirration essantiaity stales that the Hospital will not avail any duplicate assistance for the same patienticase fom any other NGO or any other source
2) The assistance from Koshika Foundation is only financlal in nature. The chaice of the ireatmentprocedure adwsediconducted by the Hospital on the

patient, 15 based on the arangament between the patient & Ihe Hospital, and |s in no way influenced by Koshika Founcation. Hence, tha Hospital will
assums soke & complits resporebiity of the treatmant & I's outcome A safsty of the patient, and Hoshika Foundation will kave no role or responsibility

in the matler
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