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DECLARATION by APPLICANT, =T=ms o Smon w3:

1) | hereby confiem ihat all delalls in this Farm ars True to the best of my knowledge. Any false statement will render my Application & ongoing aselstance, i any.
lizbéa for rajeetiomicancallstion.

2) | medaminly confirm thot assistance, if recelved from Koshiks Foundation, wil be used enly for the “purpose’, as statad i this Farm, for which such gssistance
was reguasted by me.

3] I'haraby eonfirm that | Rave not & will natin fulure, avsll of reimbursemant, in part gr In full, fram any nther sourcs/employerinsarance company, of the amount
for which |his assistance is requestad,
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AGREEMENT by APPLICANT {smiee 5 wa0)

1) By affixing my signaiure or thumb impression on this Form, | (Applicant) hersby agres & suthoriss Koshiks Foundation and iU Trusteos to

use/publish/pul-up/raproduce my name, address, photo & detslls of the "purpose”, for which such assisience is reguestedigrantad, through any

midium, Including bt not mited to verbal, prinl, electroniz, fersalicliing doratlans for Koshika Foundstion and/or disseminating infarmation sbout It's

aclivillesfachievamants. Buch use of my photo & details can ba made by Keshika Foundstion bafare or after my traatmant or fullilment of the *pirpose”
for which assistance is being requested,

2) | {Applicant) further agrae that afy such usa of my neme. address, photo 4 detalls of the "purpose®, for which such assistance |s raquestedigranied,
will nai automaticaliy antitle me for recesving or continuing the said assistancs. The decision for granting andior conlinuing the sssistancs will rest Solaly
with tha Trustees of Koshika Foundation, and thelr decision is this regand will be final and acceptable o me
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AGREEMENT by HOSPITAL (w=md 770 )
By affixing haraunder, signature of our Aulhorisad Sionatody for recommending this casalpatiént for financial sssistancs rom Koshika Foundation, we
{Hospital) hereky affiom & accept followlng
1) that we naithor are presently nor will In future avall of financisl sssistance from ancthsr MEOD or eny other 5ourte, for the same patiant’'case, as we am
raquesting to gel fram Koshika Foundation, 1o the axlant that such assistanca s granted by Koshika Foundglion, If the requested essistance |s nof grantad
by Koshiks Foundation, in partor in full, then the Hospilel reserves [l's right 16 make up the shartfall from snathes NGO or any ofher sourcs. This
confirmation ecsantially states that the Hospital will nol gvall any duplizate ssslstance for the soma patlentcass from-any cther NGO or any olher splfce.
2) Thi asgistance (rom Koshiza Foundation |s anly financial in naiure; The choice of the ireamentiprocedure advizadiconductod by the Hospital on tha
patient, is based on the armanpemen) between the patlart & the Hospltal, and |s in no way Influenced by Koshiks Foundation. Henece, the Hospital wif

assuma sole & completa responsibility of the treatment & il's oulcome & safoty of the patient, and Koshike Foundztion wil have no role or responsibility
7 the mattar,
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