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DECLARATION by APPLICANT: sriew o wiws

1) | harsty confirm that all detais in this Form am= True o the best of my knowiedge. Any false statement will rendes my Application & ongoing assistance. if amy,
limbie Sor rejectionicanceilation.

2) | solemnly corfirm thal assistance. I received from Koshiks Foungation, will ba used anly for the “purposs”, a6 ststed In this Form, for which such assistance

wias requesied try me

3) | hevabry confirm that | have not & will not in foture. avall of reimbursement. in pant o in full, from any other sourcalsmployesinsurance company, of the amount

for which this assistance & requested
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1) By affiang my signaluny or Shumb impresaion on this Foem, | (Applicant) hereby agree & authoriss Koshicn Foundation and Ty Trusiess o
usepubishpul-upireproduce my name, address, photo & details of the “purposs”, for which such assistance is requested/granted, through any
radium, neluding but el lirnded I verbal, prnt, slectronic, for soliciting donations lor Keshika Faundation andior dissemenating [nfarmaton aboul il's
actvitiesiachisvements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or hdfilment of the “purpose”
for which assistance & being requesied.

21 | [Applcant) furiher agree that any such use of my name, address. pholo & detaiis of the "purpose”, for which such assstance is requestedigranted,
will not sutormaticilty entitie me for receiving or continuing the sald assisianca. The decision for granting andior continuing the assistance will rest solely
with the Trusters of Kophika FoundaBion, snd their decision is this regard will be final and acceptnbie io ma
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AGREEMENT by HOSPITAL (vewss g %)

By sffixing hereunder, signature of our Authonsed Signatory for recommending this casefpalient for financial assistance from Koshika Foundafion, we
(Hospilal) hereby a®rm & accept following!

1) thal we neither are presantly nor will in future avall of financal essistance from another NGO or any other source, for the same pationicase, as we are
regquesting 1o gat from Koshika Foundation, (o the axtent thal such assistance ks granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundafion, in part o in full, then the Hospital ressrves s right to make up the shortfall from another NGO or any other source. This
confirmation sssontally states thal the Hospital will net avall any duplicals nssistance lor the same palienticase from any other NGO or any ofhar source
2] The assistance from Keshika Foundabion i only financial in nature, The choscs of the treatmentiprocedure advissdiconductsd by the Hospital on the
patien, is basid on the arangement betwoesn the pationt & tha Hospital, and i in no way influenced by Koshike Foundalion. Honce, the Hosgstal wil
assume soie & complete responsibiity of the reatment & it's outcome & safety of the patient, and Koshika Foundation will have no rofe or responsibility
i1 Bl matior.
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