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DECLARATION by APPLICANT. MT¥C% Tm Wiwes 93:

1) | heraby confiem at al Sotalls in this Form are Truo 1o the best of my knawisdge. Any false statoment will rander my Applcation & ongoing assistance, if any,
lisble for rejectioncancetiation

2] | solamnly confirm thal assistance. if recelved from Koshika Foundation, will be uned only for the “purpose”, as stnted In hin Form. lor wihich such asslstance
was reguesied by me

3) | horetry confiom hat | have not & will not in futwre, avad of reimbursement, in par o in {48, from any othed sourca/employerinturance company, of P o]
for which g Esalstance i reguesied

1) & iwe wos { fw wn e 9 e wR wd fewrn 4 sreertt ® sepm o o W b ofk el e o s s o we b @ 90 s froa W w st b

2) W gn W s v Cwine e, @ @ w ood b e T ol sdes o) o ¥ Rl e wb, @ oo o e o b

1) & ofe won f o Fom smomn i o ot ¥ ol 8, m of W e @ wen e e s s freed s @ 0@ fae b ol @ oies
AGREEMENT by APPLICANT ( smes gm ®01)

1) By atfialig my signaluce of thumb impressien on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees o

use/publishiput-upireproduce my name, address, photo & dotails of the "purpose”, for which such sssistance s requested/granted, through any

magdaam, including but not kmited 1o verbal, prinl, slectronic, for soliciting donations for Koshika Foundation and/or disseminating information sbout Its

aiivitlesfachievaments. Such use of my photo & detalls can be made by Koshika Foundation before o after my treatment or fulfikment of the *purpose”
for which assistance is being requested.

2} | (Apphcant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assimlance is requesledigranted,
will pal sutomaticatly enlitl= me for receiving o conlinuing the sald assistance. The decsian for granting andior continuing the assistance will rest solely
wilh iha Trustess of Koshica Foundation, and their decision is this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (wesms gn wm)

By affixing hereunder, signature of cur Authorsed Signatory for recommanding this casefpalient for linancial assistance from Kosheka Foundation, we
(Hasgpital) horety affirm & accept follawing:

1) that we neither ane prasently nor will in future avall of financial asslstance from ancther NGO or any other source, for he same pationt'Case, e wo s
requesting to get from Koshika Foundalion, 1o the extent that such sssisiance is granied by Koshika Foundation. If the requesied sssistance & not granted
by Koshika Foundaliion, m part of in full, then the Hospital reserves it's right lo make up the shortfall from another NGO or any other source. This
confirmation essentislly stales thal the Hospital will not avall any duplicale assisiance for the sama palieni/case from any other NGO or any ather source
2] Tha assistance from Koshika Foundation is only financlal in nsture, The cholce of the treatmentprocedure advised/conducted by the Hospital on the
patent, is based on the srrangement bebesan the patlent & the Hospital, and i In no way Influenced by Koshika Foundstion. Henca, the Hospital will
assumn sole & complels responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or reaponmibdlity

in the matter
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