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DECLARATION by APPLICANT. STEE% BN WMo T

1) | heraby confirm that aff detsils in this Farm are Trus o the best of my knowledge, Any false slatomant will rander my Applicatier: & origoing assistance, I amy,
limbte for refection/eancaliation.

2] | soinmnly confim that assistance, if recerved from Koehiks Foundation, will be used ely for the "purpase”, as statad in this Farm, for-which guch assistante

was requasted by ma,

) | heraby confirm (hat | hawva rot & will not in future, aved of reimbursement, in part or in full, from any oiber sowrcelamployeriinsurancs company, of tha amount

fgrwhich this assistance |5 requesiad,

1) 4 s o f e o w3 Ao owd Fwre B ST S S e e w8 o s T o v s ww e & o e e S w ow B

21 #t g W w2 o v e s v R F e e w9 W e § v R

1) 4 o w f fe fem wore @ ww i 9 0§, 7 o w wfen w we e s W v § W fer & iy 3 s o

AGREEMENT by APPLICANT (smd=F 7w %51)

1) By affixing my signalure o thumb impression on this Form. | (Applicant) hereby agree & sulhores Koshika Foundstian and [1's Trustees o
uselpublishiput-uplreproduce my nsme, address, photo & detsls of the “purpase’, for which such ascistance is requesiedigranted, through any
medium, including bul not limited to verbal, print, elestrenic, for saliciting donations for Kpshiks Foundation andlor disseminating Information abolt it's
activitleslachimvaments, Such use of my photo & delails can be mada by Koshika Foundation batore or after my lreaiment of fulfitmenl of tha “puronss”
far which assistance 5 being requested.

3) | [Apphicant) further agres thal any such use of my name, address, pholo & detalls of the "purpose’”, for which suzh asstetanoe |5 requesiadigranted,
will not autematically eniitle me far receiving or conlinuing the said assistance. The decizion far granting andlor continuing the asslslance will rast solaly
wilkh e Trustaee of Koshiks Foundation, and their decision is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (wemm 26 F)

By affixing hereunder, signature of aur Authonsed Signatory for recommanding this case/patian for financial assistance from Koshika Foundation, we
{Hospital) haraby affirm & accep! following:

1] thet wa naither sre presently nor will in future @il of fingncial gsslstanss from ancther NGO or any other source, for the samea patisnt/case, S8 wa Bre
requesting to getfrom Kashika Foundation, to the axtent ihal such assistance is granted by ¥oshika Foundation. [T the requested assistanca s not granted
by Koshika Faundation, in part or in full, then the Hospitsl ressrves 1= Tight 10 make up the shorifall fram snolner NGO or any other saurca. This
confirmation essentially states fhal the Hospital will not avail any duplicate sssistance fot the same pafient/case from any othar NGO or any other sounce,
2} The assistance from Koshika Foundation is only financial in nalure. The choics of the traatmentprocedure advisedicondusted by tho Hospital on the
patlent, is based an the arranpement between the patisnl & the Hoepilal, and i in rio way influenced by Koskika Foundation, Hence, the Hosplal will
EEsume sole & complete respanslbiity of the trestmant & It's oulcome & ssfely of the patisnt, snd Koshika Foundation will kava no rola or responsibiily
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