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DECLARATION by APPLICANT: SETE §M W9m T3:

131 haratiy confinm that-all deatails inhis Form are True to Ine best of my knowleege. Any false statemanl will render my Application & ongelng assistance, | any,
lestye for rajection’cancellaton,

2 | soleminly confirm that assistsnce, if received from Koshike Foundation, will be used anly for the "purpese”, 6 statad in this Form, for which such assistance

was requastad by me.

3} | herehy confim that | have nat & will not in future, @vall of reimbursement, in part or in hull, frem any ather sourcalemployerinsurance company, of tha amaun

far which this asshitance |y regussted .
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AGREEMENT by APPLICANT ( amiies o #1)

1) By aftang my signature or humb impression on (his Form, | {Applicant| herety agres & suthoriss Koshika Foundation and It's Trustaes 1o
uselpublistipul-up/reproduce -my rame, address, photo & detalls of ihe "purpase’”, for which such agsistanca is requestedigeanted, through any
miadlum, including but nat limited to varbal, print, electronic, for soliciling denations for Kashika Foundation and/ior disseminaiing informaton about ii's
activitiesfachievemants, Such use-of my pholo & detalls can be made by Koshika Foundation before or after my treatmant ar fotment of the "purpose”
for wiiich assistande |s being reguested

211 (Applicant) lurther sorea that sny such use of my name. address; pholo & details of Ine "purpose’, for which such asgistance is requesledigranted,
will not sutomatically entitte me for recetving o continuing the sald assistance. The decision for granting andfor confinuing the assisiance Wil rest solely
with 1Hie Triistess af Koshika Faundation, and Whelr decizion is this regard will be final and acceptabie 1o ma,
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AGREEMENT by HOSPITAL (7eewet ot %)

By offixing hereunder, signature of our Authorsed Signalory for recommending this case/palient for financial assistance from Koshika Foundation, we
(Haspital} heraby affimm & accept inllowing:

1) that we neither are presenily nor will In future avali of financial assistance from angther NGO or any other source, for the same patlenticase, as we are
requesting 1o gat from Keshika Faundatian, to the extent thal such assistance is granted by Koshika Foundation. IT the requested assistanno | not granted
by ¥oshika Foundatian, tn part or in full, 1ren the Mospital ressrves ('8 right to make up the shortfall from anather NGO or any other soume. This
canfirmtion essentially slates that the Hospitsl will nat avall any duplicats assistance fot the same pallent/case from any other NGO or any othar sourms
2] The assistance from Kashika Foundation is only finaneiai in nature. The choice of the trestmentiprocadure advisediconducied by the Hespital on the
palient, is basad an ihe arrangement batween e patisn & the Hosphal, and is in no way influercad by Koshiks Foundation. Hance. tha Hoopital will
assume sols & oomplete responsibiiity of the treatment & its outcome & safety of ihe patient, and Keshike Foundation will have na role o responsibility
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