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DECLARATION by AFPLICANT: S i s

1) | haraby conliem that all detais in this Form are True to tha best of my knewledgo. Any false stntement will render my Application & ongoing assistance. if any,
Eable for refocdonicancallation,

2) ! solamnly confirm that assisiance, T received from Koshiks Foundaton, will be used only for the “purpose”, s stated in this Form, for which such assistance
was requested by me

3) | hfeby confirm thot | iave not & will not In fulee, svall of resmbursement, in pa ar b full, from any athar sourca/employerinsurance company, of the amount
for which this assistance & equeasted

1) & v w4 Fe g w0 s S o w9 S e e s v e A S0 s e o wes il

20 5 Tm = we wfe i wEE, RO W R, T S w6 AR W g W T e e, W o s f o

1) g T F Tt o By e s @ 3 a0 ufe w0 i W wee T e s wn e s # 3 o e ool o el F fm
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1) By, affiung my sigmature or thumt impression on this Form, | [Agplicant) heraby agres & acthonze Koshika Foundation and it's Trustess to

use/publshipul-unireproduce my name, address, pheto & detals of the *purposs®, for which such aszistance i requesied/granted, (hiough any

medium, Includmg bul not limited 1o verbal, print, efectronle; for soliciting donations for Keshika Feundalion andfor disseminating Information about It's

gelvitlastachiorements. Such uss of my phalo & details can be made by Keshika Foundation oefore or afier my treatment or fulfilment of the "purpose”
fas which assistance is balng requasted.

2 | (Applivant) lurther agres that any such uss of my nems, address, photo & delale of the "purpose’, Tor which such assislance is requastadigrantad,
will not autamnaticslly entitle me fos receiving or continuing the said sssigisnce, The decision for granting andior continuing the assistance will rest salely
with Ihe Trusteas of Koshike Foundation, and theit decsion is this regard will be final and acceptables 1o me
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AGREEMENT by HOSPITAL (WFme 30 T}

By affixing hersunder, signature of our Authdeised Signatory for recommending Lhis case/patient for finaneial asgistance from Koshika Foundation, we

{Hospital) heraty affirm & accepl folowing:

1} ihat wa neihier sre presently roe will in Tuture avall of financial assistance from anather NGO or any other sburce, for the same patlenticass, as we are

fequusling to get fram Koshika Frundation, to the extent that such essistance i granted by Koshika Faundation. |f the requested assistance is not granted

by Koshika Foundation, Im part or in full, then the Hospial msesves it's right to make up the shorifall from anather NGO or any olher source. This

confirmation essentially states hal the Hospital will not avall any duplicats assistance for the same patienticase from any other NGO or any ather soirce

2) The assisiance from Koshika Faundatian is only firancial in nrlure. The choloe of tha treatmentipracasure advisadiconductad Dy the Haosgital on tha

patient, is based o the arangemant batween ihe patient & the Hospital, and s in no way Influenced by Hoshika Foundation, Heance, the Hospltal will

assume sole & complate respanslbliy of the treatment & It's oulcome & satety of the patienl, snd Keshika Foundaizon will have no role or responsibility

i1 the mattar.
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