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DECLARATION by APPLICANT: =7 o0 S T;

1} | heteby confirm thalall delails in this Form ars True o fhe best of my knowledae. Ary false statemant will reridar my Applisation & ongoing assistance, if any,
lighile for rejectiondcanceitation. : L

2} | solemnly conflem ihat assistance. if recelvad fram Keshiks Foundstion, will be used enly for the “purpoes®, B staled |n this Form, forwhich such asslstance
was raquasiad by me '

3} | herety confirm that | have not & will not in fulure, avall of reimbursement, in part o1 in full, from any other source/omployerfinsurance company, of the amaunt
for which this assistanco is reguesied.
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AGREEMENT by APPLICANT (smew 20 =)

1) By affixing my signature or thumb impression on this Fomm, | [Apalicant) hereby agres & authorise Kashika Foundatien and It's Trustees to
usadpublishiput-upiropreduce my name, agdress; photo & details of the “purpoge”, Tor which such assistence is requesiedigranted, through any
medium, including bt not limited lo varbal, print, efactronie, for soliciling donations for Kashika Foundation and/er disseminating nformation sbout It's
aclivitiesfachlavamants, Such use of my phote & details can be made by Koshiks Foundation befors or after my traatment or fulfilmant of the “purpasas”
for which assistance is being requesisd,

2) | {Applcant} funhbier agres that any such use of my mame, address, photo & defalls of ine *purpose®, lor which such assistance s requesladigranied,
will not automsticslly antitle ms for recaiving of continuing 1ha sald sesistance. Tha decision for granting sndfor caontinuing the assistance will rest sololy
with the Truslees of Koshika Foundation, and fhair decision is fhiz regard will ba final and actaptable 1o ma,

1) T8 T S ST e o 3w o wmer, § (eniee) sl aeef o) g won o Cwifen st ol oo e @ efesy v e T
w, T # @ fer o s A i R, T e e S, T, W TR 9y 1 g s i s % o fen o v e

# vt w0 & fo sfege 1 6 om0 e 6 v F e W e W we S g Sl wasv o s st

2} A (sew) 55 R F e o TR B0 om, um, =R o v o T TR € i § Wit § 50 T SO W veERn ) e v owee |
“pfera® vy g siee W Pt s S s g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESEION ;
T W T W S W

AGREEMENT by HOSPITAL (¥&wmE 370 F41)

By alfizing heraunder, signature of our Authorised Signatory for recommending this case/patiant for financinl assletance frem Koshika Foundation, we
(Hospltal) haraby affirm & accept foilowing:

1) that wa naliher are prasantly nor will in future svell of financlal assistance from enolhor NGO or any other source, for the same patient/cass, a5 we are
requesting to get from Kozhiiks Foundation, to the sdant thal such assistance is grantad by Koshiics Foundation. |7 the requasted assistance (s not granted
by Koshika Foundation, In part or In full, then the Hospital reserves I's right lo make up thi shorfall from anolner NGO ar any other source. This
confirmation essentially stales that the Hospital will ot avell any duplicats sssistance for the same patient/case from any other NGO or any othar-source,
2} Thi assistance from Hoshike Foundation ks only financial In nature, The ehoice of the frestment/procedure advised/conducted by tha Hoepital an the
patient, is based on the arrangeman! betwaan the patient & the Hospital, and Is in no way influenced by Koshlka Foundation. Hanca, the Hospital will
aseume sole & complets responsibillly of the maiment & s outcome & safety of the patienl. and Koshiks Foundstion will heve no role or responsibllity
in the matter.
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