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DECLARATION by APPLICANT: 3552 307 o 7%:

1) | hereby confirm that 8l detalls in this Foam are True to the best of my knowledge. Any felse stalement will rendar my Application & angeing assistance, il any,
limbte for rajection/canceitation.

2} | scdemnly cenfirm that assistance, if recsived from Koshlka Foundation, wil bs used only for he “purpase”, a3 stated in this Form, for which such assistance
was ronqueslad by me.

3) | hereby confirm that | have not & will not in future, avall of relmbursemant, in pant o in full, fram any other saurcelemployerinsurance company, of the amount
far which this assislancs 5 requestad,
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AGREEMENT by APPLICANT (amies Tm %)

1) By affixing my signature or thumb impression on IHs Form, | (Appieant) heroby sgrée & authorise Koshika Faundation and ii's Trusises to

use/publish/pul-upireproduce my. name, address, pheto & details of the “parposa”, for which such assistance is reguestedigranied, through gny

medium, including bt nol Emited to verbal, print, aleciranie, for solicliing donallons for Koshike Fourndation sndlor disseminating Infarmation abayl it's

aciivities/achisvements. Such use of my photo & detailz can be made by Keshika Foundation belore of after my treatment or fulliiment of the "mirpose”
far which assislarce is baing requested,

2) | {Applicant) further agree Ihat any such use of my name, address, phola & detalls of the “purposa”, far which such sssistance ls racupstedigranied,
will nat automatioally entitle me for recelving oo conlinuing the sald assiclance. The dacision for granting and'or confinudng he assiskance Wil rest salely
with the Trusless of Koshika Foundition, and their dectsien is this regasd will be final and acceptable to ma.
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AGHEEMENT by HOSPITAL (Wemm 2 %)

By affang hereunder, signature of cur Autharisgd Signatory for recommanding this case/paliént for financial assistance from Koshika Foundation, wa

{ Hospilal) hereby affimm & acoept follewing:

1) that we-neither are presently nor will 10 uture avail of finenclst assistancs from Brcther NGO or any other source, Tor the same patianticass, as wo are
requesling lo get from Kathika Foundation, to the axtanl that such assistance is granted by Koshika Foundation. If tho requesied assistence is not granted
by Koshika Foundation, in part ar in full, than the Hospital regarves it's right o maks up the shortfall from another NGO or any olher source, This
confirmatioh essantially states (hal th Hospltal will ot avail any duplicats assistance for the same patienticaza from eny other NGO or any other source.
2) The sssistance from Koshika Foundstion is only financiat in nalure. Tha cheles of the reatmentpiocedurs advizadicanductad by fhe Hospital on the
patisnt, e bzeed on Ihe srrosgement betwean the patlant & the Hosplial, and is in no way Influencad by Koshlka Foundation. Henes, the Hospital will

8ssuma sole & complale responsibility of the trestmant & it's oulcame & safaty 6f tha patient, snd Koshika Foundallon wil hove no e of responsibiity
in the mattar.
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