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DECLARATION by APPLICANT. Sniew g wimm wi:

1)1 hareby confirm that all detsils in this Form are True to the best of my knowledge. Any faise statemant will mndar my Apglication & ongoing assistancs, #f any,
hable for reectiondcanceintion,

2) | salermly confirm that assistance. If received from Koshiks Foundation, will be used only for the "purposs”. as stnted in this Form, for which sech assistance

‘Wi reguesiod by me

) | bty conlfirm $hal | have nol & will not In future. avall of reémiburssmant. in part or in full, from any other scorceismployerinsurancs company. of ha @mount

for which this sssis@nces = requested

1) ¥ e wom B v wen A fed ol ol S 4 sl @ ap we ol ow b ol s fe v e s o @ A 9 o e o W et b
2) % o W wrw o Cwe st AR wmMb v w sm s s T S v it wm e fwm e b
v 4 gfe wm o T P sm d ow wdsr @ w8, ot e sffees o we i food sea s festoedten werdt 8 2 e b e g o e F o

AGREEMENT by APPLICANT ( simrow o wo1)

1} By affng my signature o thumes impression an fhie Form, | (Applicant) hemslby agres & authores Koshiks Foundation and 'y Trustess o
usafpublishipul-upireproduce my nieme, address, pholo & details of the “putpose”, for which such essistance is regquesied/granied. through afy
megium, ncluding bul ngl imited 10 verbal, print, slecironic, for solickling donations (o Koshika Foundation and/or disseminating information sbout iI's
actvtiesachievements. Such usa of my photo & details can bs made by Koshika Foundation befors or affer my treatment or fulfiment of the “purpose’
for which assisiance (s being requesied.

2) | [Applicant) furthar agrea thal any such use of my name, sddress, photo & details of the “purpose”, for which such assistance is requestadigraniad,
will nol aulomatcaly entille me for recaiving of continuing the said assistance. The decision for granting andior continuing the assistance will rost solely
with the Trustess of Koshika Foundation, and their decisan is this regard will be final and accaptable © me.
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AGREEMENT by HOSPITAL (wemm pn %37)

By affining hereundsr, sigriatuse of our Authonsed Sigratery for recommanding this caseipatient for financisl assistance from Koshike Foundation, we
{Hospital) heretry aftirm & accep! Tollowing:

1) thal we neithar am presantly nof will in future avall of financtal assistance from another NGO or any other source, for the same palienticase, as we am
requansling 1o gal from Koshika Foundation, to the extent that such asmustance is granied by Koshika Foundation. if the requested sgaistancs (s nof granted
by Koshika Foundafion, in part or in full, then the Hospital reserves it's night to maka up the shortfall from anather NGO or any other source. This
cenfrmaton essentiaily states hal the Hospital will nol avail sny duplicale assislance for the same patienlicase from any other NGO or any olher source.
2) The azsistancs inm Hoshis Foundabon s anly fnancial in naturs. The cholce of the reetmenlprocadute advisad/conduciad by (he Hospital on the
patent, is based on the arrangement between the patient & the Hoapital, and is in no way Influenced by Koshiks Foundation. Henco, the Hoapital will
assume sole & comolale respofsibility of the treaiment & IU's outcome & sateiy of the pafient. and Koshika Foundation will have no role or responsiblity
in thay mathar,
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