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DECLARATION by APPLICANT #iTs go wives Wi =

1) | hersby confiem that sl detalls In this Form are True 1o the best of my knowiedge. Any faise stalament will render my Application & ongoing assistasce, If sy,
Eable for :

2) 1 scieenniy confie that assistance, if received from Koshika Foundation, will be used only for the “purpose”, 8s s2ated In this Form, for which such assistance

was requesiod by me

3) | hereby condirm that | have not & will not in future, svall of relmbursement, In part of in A, from any other sourcs/empioyerninsurance company. of the amount
for which this sssistance Is requesied.
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~ AGREEMENT by APPLICANT (sehew 50 WU0)

1) By afficeg my signature of thumb impeession on s Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees to
vsa/pubisivpul-upirepeoduce my name, address, photo & detals of the "purpose”, for which such assistance is requestedigranted, through any
medium, including but not imsed to verbal, print, elecironic, for soliciting donations for Koshika Foundation andlor disseminating information about it's
sctvities/actievements. Such use of my photo & details can be made by Koghika Foundation before or sfler my treatment or fuilfiiment of the “purpose”
for which sssistance i belng requested

2) 1 (Applicant) further agree Inat any such use of my name, sddress, photo & detals of the "purpose”, for which such essistance is foguestedigranted,
will not sutomatically acdtie ma for tecelving of continuing the seid assistance, The decision for granting andior continuing the assistance will rest solely
with the Trustees of Keshika Foundation, and thelr decision s this regasd will be final snd acceptabie to me
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AGREEMENT by HOSPITAL (yiems o0 &)

By affixing horeunded, signature of cur Authorised Signatory for recommending this case/patient for financial sssistance from Koshika Foundation, we

(Hospial) hetoby affiem & accept foliowing:

1) that we neither are presently nor will in future svall of Snancial sssstance from another NGO or any other sowrce, or the same patient'case, 85 we are

requesting to get from Koshika Foundation, o the extent thet such sssistance is granted by Koshika Foundation. if the requested assistance is not granted

by Koshika Foundation, in part or in Sull, then the Hospital reserves It's right 10 make up the shortfall from ancther NGO or any othor source. This
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2) The sasistance from Kostika Foundation s ooy financial in nobure. The choloe of the treatment/procecurs advised/conducted by the Hospital on the

patient, is based on the armangement batween the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, the Hospital wil
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