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DECLARATION by APPLICANT: STETE B0 Wes wa:

1) Fhateby eonfirm that all details in this Form ane True 1o Ue best of my keowlodge. Any lalss siatamant will render my Applicaiion & sngoing assisianca, Ihany,
bl for rejection/cancailation.

2/ I sptemnly confirm that assistsnoe, f raceived from Koshiks Foundation, will ba used only for the “pumose”, a5 stated In fhis Form, for which such assistance
was reglested by me.

3) | hereby confitm that | have not & will notin future, avail of raimburesment, in pa or in full, from any other sourcelemployerinsurance company, of the amisunt
for which this assislance (s requasted.
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1) By affixing my signature or thumb impression on this Form, | (Applicent] hereby agree & suthorise Koshike Foundation and it's Trusteess o

uselpublish/put-upiréprodiuce my name, address, photo & details of the “purpese”, for which such assistanics (s requesied/granted, through any

medium, [rcluding But not limited to verbal, print, electronie, for soliciting dorations for Koshika Foundation sndior dissaminating Information-about it's-

activities/achisvements. Such use of my photo & detzils can ba made by Keshika Foundsaiion before or after my treatment o fulfiimant of the “purpose”
for which assistance is being requested.

21 | [Applicant) further agrae that any such use of my name, address, pholo & detalls of the “purpose”, for which-guch assistanos is reguestadigrantad,
will not sutomatically enlitle me for recaiving or continuing the sakd essistance, The decisian for granting andler continuing the assistence will rest solsly
with the Trustees of Moshiks Foundafion, and thair decision |s $his regard will ba final and acceplable to ma
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I AGREEMENT by HOSPITAL (wms 3 77)

By affiding hereunder, signature of our Aulhorised Signatory for rmeammending this caselpatiant for financhal assistance from Koshika Foundation, we
{Hospital} hereby affirm & sccapt fallawing:

1) that we neithes gea presently por will in future evall of financiel assistance from ancther NGO or any other source, for the same pallent/casze, os we are
requesting 1o gel from Keshika Foundation, to the sxient thal such sseistance is grantad by Keshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full; then the Hospital reserves It's right 1o make g the shortial| from another NGO or any other source. This
confirmation assenliafly states (hat the Hospital will not avall any duplicate assistance for the 3ame palienticass from any oihar NGO or any olher source,
2) The assistance from Koshlka Foundation is only financial in nalure. The cholce of the treaiment/procedure advised/canducted by the Hospital on the
patiant, is bassd on the arenpement between (e patient & the Hospilal, ad is In ro way Influsnced by Koshika Foundation. Hanca, the: Hospital will

assume sole & complele responsibiity of the trestment & i's cutcome & ssfety of the patlanl. and Koshika Foundalion will have no role or responsibility
in the matiar.
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