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DECLARATION by APPLICANT, =mes @i wrom 7:

1] | hereby confirm thal oll detsils in s Form are True lo the bestof my knowledge, Any false statemant will rendgr my Applicalion & ongoing assistance, if any,
Ikl Tor refecton/cancllation

21V solemnly canfirm that assiatance, f receved from Koshika Foundation, will b used only for the “purpose”, 85 staled in this Form, for which spch assisignce

was requestad Ly me

3) 1 Feratry confirm that | e mol & wall oot in future, aval of rembursament, i pa or m full, fram any othir sourca/employerinsurance company, of the amount

Iar which this assistance s requested.

1) 8 s wo o fe v ey d fr o wd e 96 el s v owd we ) ol s e of e s o B oo 40 s e 1w asd b

1) W gm R e Wit wEeA, AW w0, w3 gt W ga Wt e w5 e o s o

31 4 o s | f& fam s o7 on wedn w1 o, ww ofn = adtee mown e feE s e e e w8 A 1 R st T s F dmi

AGREEMENT by APPLICANT (swigw o %)

11 By affwng my signature o thupmb impression on this Form, | (Applicant) hereby agred & suthorise Koshika Foundation and it's Trustees 1o

gl putieh! put-praptoduce my Rame, address, pholo & details of the “purpose”, for which such assistance is requestad/granted, through any
medium, insieding bul not lmited 1o verbal, prinl, electionic, for soliciling donalions for Kashika Foundation andior disseminating information about it's
aclivitlesiactievemants. Buch use of my photo & details can be made by Koshika Foundation bafore or after my treatment of fulliiment af the “purpose”
for which assmstance m baing requasisd

20 1 (Aggiieant) furiher agred that any such use of my name, address, photo & delails of the “purpose”. forwhich such assistance is requested/grantad,
will rol sutomatically enlitte mo for recebdng or continuing the &aid sssistance The decision for granling andlor cantinuing the assistanca will rest solaly
with the Trusless of Koshika Foundation, Bnd thelr dectsion |5 this regard will be final snd accepiable o me
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AGREEMENT by HOSPITAL (oM B WIm )

8y affiting hereundet. signalure of our Aulhorited Sighalory for recommending this case/pitient for inancial susiglance from Koshika Foundation, we
(Hompital] hereby affirm & scoept following:

1) that we nelthar are presently nor will in future ayall of financial assistance from another NGO or any other source, for the same patlent/case, as we am
fequesting 1o gisl from Koshile Foundation, to the sadenl ) such assistance (s granted by Koshika Foundation. If the requested assistance is nol granted
by Koshivs Foundation, in par or in full, then the Hospital reserves it's right fo make up the sharetfall from another NGO or any olhes source; This
confitmation essentially states thal the Hospital will not avall any duplicale assistance for the same patientcass from any other NGO or any other sourte,
2) The sssistance from Kotshika Foundation is anly financial in nature. The choice of the treatmentiprocedure advised/conducted by the Hespital on the
patient, is based on the arrangement between fhe patienl & the Hospital, and is in no way Influenced by Koshike Faundation, Hence, the Hospital will
assume sole & complate responsibiity of the treatment & it's outcorme & safuty of the patient, and Koshika Foundation will have no role or responsibility
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