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DECLARATION by APPLICANT. ST5S% BT Wien Wu: . .

1} | hodaby eanfiem Ikag 58 details inthis Form are Trus (o7 the best of my knowladee. Any fslse stelement will ender my Application & origaing assistance, | any,
liable for rejection'cancellation, )

Fall} suI:mnt}r?jmﬂﬂrm that assisienoe, if recaivad from Koshika Foundation, will ba used only for the “pumose”, as stated In this Form, far which such sssistance

was requeshed by me. _ _

3] | heraby confirm that | have ol & will notin futlure, svail of reimbursement. in parl-erin 18, from sny oifer sourcalsmployerinsurante company, of the amaunt

Tt which this assisance is requesled.
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AGREEMENT by APPLICANT {smis gn =)

1) By affixing my signatiirs or thamd impression on this Form, | (Applicant) hersby agree & aulhonse Moshike Foundation and d's Trustess to
usafpublishipat-ugireproduce my pame, sddrass. shels & dedalis of the “purpdse’, for which such assistanca i= requestedigrantzd, through any
mediuen, including but net imied ta veroal, prnt, eleeironic, for soliciting donations for Keshika Foundation andiol disseminating information about it's
acifvities/achievemenis. Such uss of my phots & details san be made by Keshika Foundation pefene or afler my treatmenit or fulfilment of the *purpase”
for which assislanca is baing requested.

23 I (Applicant) further sgree thal any sush use of my name. address. pholo & details of the "purpase”, for which such sssistancs iz refjuested’granted,
will not aulomatically Eniite me for recelving or continuing the sald assistance. The dedlsion for granting sndior continuing the assistance will rast solely
with the Trusizes of Koshika Foundation, and their decision is this regard will be final and aczaptable o me.

1) oEm T T A v W snd e e, (s sl Wl w e s 1 et s siv T =il ™ Wit =g won f e gn T,
A, W ot W e vy w8, i e, T, T g sk @ s W e s S T R 9 ve s

o i e R s A e o g S o m o § w0 S R Y wes 3 =l sfiga &1

1) A () WO e d R e e 6 e @ i I e e w5 e

“wify" vE Tn st feln s sl e v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
AT ® T W HE W e

AGREEMENT by HOSPITAL (vswma o 5um)
By affixing hersunder, signaturs of our Authorized Signatary for recammending this caselpatient for financial assistansa fram Kashiks Faundation, we
{Hoepital) hereby affirm & aocept following:
1] thal we meither are presantly nor will in future avail of financlal assistance from snother WG or any othersource, for the Sams patient/cass, as we gre
reguesting to get from Koshike Foundation, 1o the extent that such sssistance i grant=a by Keshiks Foundatlon. I he reguestad assistance Ie nol grantad
By Koshlia Foundation, In part er in full, hen the Hosplial reserves it's right te mitka up the shorifall from another NGO or sny olber sourcs. This
zonfirmalion essenfially states that the Hospital will not avail'any duplicale assistanca lor ihe same palisnt/case rom any ather NGO or any other sourge.
£} The assiatance from Koshike Foundalion |s only financial in nature. The choice f the Irzatmentiprocadure advisadiconducted by the Hospilal on the
pallent, is based on the arangament between the patient & the Hospilal, and Is in no way influsnoed by Koshiks Foundation, Hence., the Hospital will

Ina:s#r_n! sbia & complete responsiblity of the treaiment & It's outcome & safety of the patisnt, and Kostika Faundation will have na role or rasponsibiity
n the mattor,
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