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DECLARATION by APPLICANT: Wit B/ W9 7a:

111 hereby confirm that 5k detaits in this Form are True 1o the best of my knowledge, Any Talse statement will render my Application & argoing assislanca. ¥ any,
liabie for rejectionicancaliation.

2} | splamnly confirm that assistonce, if received from Koshika Foundation, wil be used only for the “purpose”, s stated In this Form, lar which such assistance
wrat raalested by me.

31 | heroby canfirm tat | hava not 8 wil ot in uure, avall of reimbursamant, in part or in full, from any ether sourcelamployarinsurance company. af thie amiounl
for which this nesistancs |z requesied.
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1) By affixing my signature or thumb impression on this Farm, | (Applicant) heraty agree & suthoriss Keshlka Foundstion and it's Trostees 1o

useloublishiput-upiteproduce my name, address. photo & dataiis of the “purpose”, for whith such assstance 1S fequested/granted, thrauglany

miadium, including but not limiled to yerbat, print. electronic, for soilciing donations for Koshike Foundation andlor disseminating infarmation about IUs

acllvilesiachievements. Such use of my phole & details can be made by Koshlka Foundation befara ef after my tresiment of Tulfilment of the “purpase”
lar which sssislance & being reguesied.

2} | (Applicant) further agree that any such use of my name, address, photo & details of the *purpmsa”, fur which such assistanca ls fequestadigranted,
will nat sulamatically entitle me for recelving or continuing tha sald asslstance. The dacision for granting ardior sonlinulng the sssistance will rest solely
with tha Trust=es of Koshika Feundation. and their decision is this regasd will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥EREH 20 FIR)

By affipng rereundor, sigraure of our Aulhonsed Sigratory for recommending his case/patiant for financlal assistance from Koshika Foundation, we
{Hospital) herety affirm & accep! following:

1) that wo nieither are presently not will in futune svell of financlal assistancs from another NGO or any other source, for tha sama pafienticase, 25 we ire
raquirsting o get from Koshika Foundation, 1o the extent that such assisiance s granted by Koshiks Foundation. [T the requaesiod assistanct is not grantan
ty Koshike Foundation, in part or in full, then the Hospilal reserves it's right to make up the shortfall from anather NGO oF any pther sourca. This
conflrmation essentially states that the Hospitsl will net 2vall any duplicale sssistance for the seme patient/case from any other NGO or ny other source
2} The assistance Irom Koshika Foundation is enly financial in nature. The choice of the restmentipracadure advised/conducted by the Hospital on the
patiant, is based on the arrangement batwesn the paiient & the Hospital, and is in no way influsncad by Koshika Foundation, Hence, the Hospital will
pssurme sole & complete responsblity of the Treatment & I's outooms & salaty of tha patienl, and Koshiks Foundation wil hawve no rola or respansibilly
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