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DECLARATION by APPLICANT: s m sy w1-

1}mmmummmm“rmmmmmmm.mmmmum my Application & ongoing assistance, if any,
i réjection/canceliation.

2) | solemnly confirm that sssistance, If recalved from Koshika Foundation, will be used only for the “purposs”, as stated | this Form, for which such assistance
was requesied by me.

3) | hereby confirm that | have not & will not in future. aved of reimbursemaent, in part or in kull, from alher axurcalemployer/insurance company; of the amount
for which this assistance = requesisd. i
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AGREEMENT by APPLICANT (saies g0 501)

1) By affixing my signature or thumb impregsion on this Form, | (Applicant) hereby agree & authoriss Keshika Foundation and il's Trustess 1o

usefpublishiput-upteproduce my name, address, pholo & detalls of the “purposs”, for which such sssistance is requasied/granted, throwgh any

WMIMMMIWWHM.MM.MMMMLM Koshika Foundation and/or disseminating Information about i's

aciivitieslachievements. Such use of my photo & details can bo mide by Koshika Foundation before or after my treatment or lulfiimont of the “purposs”
for which asaistance is being requested.

2) | (Applicant) further agrea that amy such use of my name, address, photo & datalls bl they "purpose”, for which such asslstance |s requested/granted,
will rot automatically entitle me for recelving or continuing the sald assistance. The decision for granting andior continuing the assistance will rast soledy
with the Trustees of Koshika Foundation, and thelr decision s this regard will be final and soceptable to me.
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- AGREEMENT by HOSPITAL (wwmm T W)

By affixing hereunder. signalure of our Authorised Signatary lor recommanding this case/patient for financial asaistancs from Koshika Foundailon, we
{Hospital) hareby affinm & accept following;

1) that we neithar are presantly nor will in future svail of financial assistance from enother NGO o any other source, for the same patient/case, as we are
requesting 1o get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested sssistance 8 nol granted
by Koshiks Foundation, in part or in full, then the Hospital reserves it's right to make up tha shortfall from anather NGO or any olher source, This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from sny other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature, The cholce of the freatmentprocedure advised/conducted by Ihe Hospital on the
patient, is based on the arrangement between the patlent & the Hospital. and is In no way Influsnced by Koshika Foundation. Hance, the Hospital will

assume sole & complete responsibility of the treatment & s cutcoma & salety of the patient, and Koshika Foundatian will have no role of responsibility
in the matier,
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