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DECLARATION by APPLICANT: WFTH U7 W TE;

1)1 horeby confirm nal & detads in Mis Form aro True 1o the best of my knowledge. Any lalse statoment will render my Application & ongoeng assistance, # arry
Fabile for emchos/canomation

2} 1 solemnly confirm That assistance, If received from Koshika Foundation, will be used onfy for the “purpose”, as statad in this Form, for which such asalstance

Was maguesied by me

3) 1 hereby confirm mat | nave not & will nat in fulure, aval of reimbursament, in part or in Kil, from any other sourcalemployerinsurance compary, of the
for wiibch this sasistancs & reguesied
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AGREEMENT by APPLICANT (smics gm W)

1) By affining my signalure or thiimb improsskon on this Form, | (Applicant) hereby agree & sulhorise Koshika Foundation and I1's Trustsas 1o
use/putishipul-upfraproduce my name, addmess, pholo & details of [he “purpose”. for which such assistance i requested/granted, inrough any
miedium, inchuding bul mot limited io verbal, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating information aboul [1's
acthviislachisvamants. Such uee of my photo & detally can be made by Koshika Foundation bafore or after my trestmant of fulliment of the "purpose”
for which assstance is Sng requesied

271 (Appiicant) Iurther ageue that any such usa of my name, addresy, photo & detalls of the “purpose”, for which such sssistance s requanted!granied,
will not sutomatically snéitle me for roceiving of continuing the said assistonce. The decision for granting and/or continuing the assistance will rest solety
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (w=mm gr1 w11 )

By ulfiring heveunder, sgnature of our Authorsed Signalory for recomimanding this case/patient for financial assistance from Koshiks Foundation, we
[Hospital) heraby affirm & accapt following:

1} that we neither are presently nos will in futute wvall of linanclal sssistance from another NGO o any alher souroe, for the same patient/cass, L we are
requesting to ge! from Koshika Foundation, to the axient that such assistance {s granted by Koshika Foundatlon. Il the requasted assistance s not granied
by Koshika Faundation. in par or in full, then the Hospitsl reserves il's right 1o make up the shadfall from anothes NGO or sny ofher source. This
confirmation agsantinlly states tha the Hospital will not aveil any duplicate assistance for the same patientcase from any other NGO or any ather sourcs
2) The assistance fram Meshiha Foundalion s only financial in naturs. The cholce of the traatmentiprocedure advisediconductod by the Hoapilal on the
patient, is basad on the arrangemant between the patieal & the Hospial, and is in no way influenced by Koshika Foundation. Hence, the Hospital wifl
assume snle & complets iesparsblily of (he traatmant 4 s outcome & sately of the patient, and Koshiks Foundation will have no roke of retponslbisty
in the matier
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