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DECLARATION by APPLICANT: smasw mi sioon 93;
1) | herety confirm thist all details in this Form are Trus Lo the best of my knowledge, Any false statement will render my Apglication & angoing assistance, if any,
lable for rejsction/cancalkation,

2} | solemnly confirm that assislance. If recaived from Koshika Foandation, will be used only for the "purpoas”, as stated in this Farm, for which such assistance
w2z requastad by me,

3) | heraby confirm that | Rave nat & wil il inluture, avall of reimbursement, 0 part or in full, from any ether sourcalem playesfinsurancs company, of the amount
for which this assisience @5 requastad
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AGREEMENT by APPLICANT (5T 10 w7m)
1) By affixing my signatire or thumb impression on this Form, | {Applicant) heraby agres & authorise Koshika Foundalion and it's Trustees o
use/publish/pul-up/reprodiece my name, addrass, photo & details of the “purpose”, for which such assigiance ig requested/granted, thiough any
medium, Including but Aot imited to verbal, print, electronic, far soliciting donations for Koshika Foundation andfer disseminating Information about it's

sotiVitea’achisvements. Such use of my phots & detalls can be made by Koshika Foundallen before or aller my treaimant or fulfiiment of the “pumposs”
for which assisiznce is being requestad,

2) 1 (Applicsnt) further sgrea that any such uso of my name, sddress, photo & detalls of the “purpose”, for which such assisiance is requestedigranted,
will nol automalcaily entilis me lor récsiving or continulng the sald assistance. The decision for granting and/or cantinulng the ssslstance will rest solely
with tha Trustoes of Koshika Foundation, and thalr decision |9 this regard will be Tinal and accaplahle ta ma.
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AGREEMENT by HOSPITAL (e gr =ui)

By alfixing hereunder, signature of our Authorised Signatory for recommending this case/patiant for lnancial 2seistance from Kaeshika Foundation, we
(Hospital) hereby affirm & scoep laliowing:

1} that we nelther are presantly nor will in futere gvall of finenciel essistence from onother NGO or any olher sourca, for the same pallent/case, Bs we are
requesting o gal from Koshika Foundation, 1o the extent that such sesistance is granted by Koshika Foundation. If the requestad ass|stancs is nal graniad
by Koshika Foundation, In pant of In full, then the Hespitz| reserves it's right fo make up the shorifall from another NGO or any ather sourea. This
canfirmation eesantially states thal the Hosphal will not svall any duplicsls assistanoe for ihe same patienlcase from any olhar NGO o any olher scuros,
2) The sssistance from Koehika Foundation is only financial in naturs. The choice of the trestmentiprocedure advisediconducted by the Haspital on the
patient, iz bazed on the arengement betwesn tha pationt & the Hospital, and e in no way miluenced by Koshiks Foundastion. Hehoe, the Hospital will
assuma scle & complele responsitility of the treatment & IU's oulcome & safety of the patent, snd Koshike Foundstion will have no role or responsibility
in e matiar.
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