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DECLARATION by APPLICANT: ST 571 Wiem T3:

1) | hereby confitm that 8l detads in this Form are Trua 1o ihe best of my knowledge. Any false statement will render my Application & onguling asaisiance, fany,
|iatie for rejection/cancelialon, ) .

21 stiemnly confrm that assistance, f received from Koshika Foundation, will be used only for the "purpoes”, 35 siEtsd in this Form, for which such assislance

was raguested by me

3} | hareby confir that | have not & wit not in fulure, avell of rembursement, in part or in hull, from any other sourcalempleyerfinsurance company, af the amaount

for which {hls assistance i§ reglested
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AGREEMENT by APPLICANT (saiew 21 &17)

1) By affislng my slgnafiere ar thumb Imprassion on this Form, | (Applicanl) heteby agree & authariss Koshika Foundation and (s Trosioes o
uss/publishiput-up/repraduca my name, sddress, phote & datalls of the "purpose’, forwhich such assiztance is reguestad/graniad, nrough any
medium, including bul ot imited to verbal, print, slectronic, for ssliciting donations for Kashika Foundation andler dissaminating information about It's
sctivitins!sctisyements. Such use of my phato & detalls can be made by Koshika Foundation befare or afier my trestment er tulfilmant of the “purpase”
for which assistance iz baing requestad.

21| tAoplicant) further agree thal sny such use of my name, address, pholo & detalls of the *purpose”, for which such assistanca it requastadigrantad,
will nat sutomatically entitle ma for recelving ar conlinuing the sals assisiance. The decision for granting andiar conlinuing the assistance will resl sololy
with the Trustass of Koshiks Foundallon. and their degision is this regard will ba firal and actaplable 1o me.
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AGREEMENT by HOSPITAL (@ gy %3]

By affixing hereunder, signsiure of pur Authorised Signatory for resommending this casa/pafient for financial assistance from Kaoshika Foundation, we
{Hospital} hereby affirm & accepl following:

1) that we nelther are presently nor will in Tuture avail o finencial assistance from anether NGO or any othar source, for ihe sama patisnlicase, a3 we are
raquesting 1o gat fram Koshiks Foundation, to Lhe exlgnt that auch assistance is gfanted by Keehika Feundation. If the requatted sssigtance s not granted
by Koshika Foundation, bn part or n full, then the Hosplial reserves it right 1o make up the shortfall from another NGO er any othier squsce. This
confirmation essentialy sistes (nat the Hospital will nol avall any duplicets sssistanice for e same patlenticass from any other NGO of sny othar source,
2) Tha assistance from Koshika Foundation is only fingncial In nature, The cholce of the treatmantprocedurs advisgd/conducted by (he Hasgltal on ihe
paiient, is based on the srengemant batwean the patient & thes Hospial, and is in na way Influenced by Koshika Foundation. Hence, the Hozaltal wil

assume sole & complets responaibility of e treatment & it's outoome & safety of the patient, ard Keshlke Foundation will have no tole of feeporsibiliby
In the maiter,
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