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DECLARATION by APPLICANT: ST g1 | 91:

1) nerety confitm nat all delalls in this Form are True to the best of my knowledge Any Talse stalamant will render iy Applicaton & ongoing assistance, i any,
hable for rejectionicancablation,

2} 4 slemaly canfirm that sseistancs, if received from Koshika Foundatian, will be ussd only for the “purpose”, as stated in this Form, for which such assistance
was requetisd by ma. |

3} 1 hersby confirm that | have niot & will not in futurs. avall of reimbursement, in part o in full, from any other sourcelemployeriinzurance company. of lhix smounl
for which this assistance 5 requesiad

1y A s S € B v w6 R v and fa 9 el % seEm W wA e bl e e e s ) = & 0w e W W e

5y HoE S T o e s, ® A = f, e Twim i 2t ) o S fe e e, W wew oo B

3} 4 gfee wm § e Tom spre #y o W = 2, 5w i w afes o wes e e s gl se 6 5@ fen o @ o S |
AGREEMENT by APPLICANT | s7ie® g1 577

1} By affiing my Slgnatire o thumb imprassion on thig Form. | (Applicant) horoDy agres &-mithorise Koshika Foundation and I1's Trustees to

usaipublishipul-up/teproduce my neme, address, pholo & detalls of the “purpese’, far which such assistance Is requetledigranted, through any

medium, inaluding but nat limited to verbal, print, elzcimonic, for solictling donalions for Koshika Foundation andior dissaminating information about 118

Selivliles/achissemants. Sush usa oF my photo & detalls can be made by Koshika Foundation before or aftar my reaiment or fulliiment of the “purpase”
for which asestance s bemg reguesiod

211 (Applicant) further agree hat any such use of my name. address, phate & calzis of ihe "purpose’, for which such assistance i8 requestadigranied.
will met autamatically enlite me for recelving oreantinuing the £aid assistance, The decision for granfing andiar continuing the assislance will rest snigly
with Ihe Trstaes of Koshika Foundation, and their decision i&this regard wiil b= finsl and scceptable to me
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AGREEMENT by HOSPITAL (wemm 510 =it

By allixing heteundar, sigrature of owr Authornsed Signalary far recommending this casedpalient for financial assistance fram Koshika Foundation, we
(Heepital] reeehy 2ffim & socept following:

13 tnat we neithier are presently nar will in future svall of financial sssistance from gnothe: NGO acany other source, far ihe seme patient/case, as we sre
requesting 1o get from Koshika Foundation, to the oxtant that such assistance is granted by Koshiks Foundation, If the requasted assistance /s nal granlad
by Hoshika Foundstion, in part orin fisll, 1hen the Hospital reserves iz right to make up the shortfall from another NGO or any other source, This
confirimation esssntially statas fhat the Hospital wil not avall any duplicats essistance for the same pallenticase from any othaf NGO ar any othar source.
21 The assislance fram Kashika Foundatian |s anly finzneial in nature. The choice of the reatmant!procedurs sdvisediconducted by the Hespital on the
patient, is based on he anmngement batween the getisnt & thie Hospital, and ke in no way influenced by Koshiks Foundation, Hance, tha Hospitai will
sssuma 20l8 & complete responsibiity of the treatment & it's outcome & sefety of the patient, and Koshika: Foundation will have na roie of responsiblliity
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