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DECLARATION by APFLICANT: S 51T W0 94

1} | hereby confinm thet &l details in this Form are True 1o Ihs best ol my knowledge. Any false statement will render my Application & ongoing assistanca, i sy,
liabig for mesdflation

2) | solmmmnly confirm ihat sssistance, I recabvad from Kostilkn Foundstion, will be used only for the “purpota’, a8 staled in this Form, for which sich essistance

wis reguasted by me.

3) | heroby confien that | Lave 5ot & will not in futurs, sval of relmbursement, in part oe 0 full, from any athor ssurcelemployeningurance company, of the

for which this sssiytance is requostod
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AGREEMENT by APPLICANT (smize gm =17}

1) By afftsing my signature or thimb impression on this Form, | (Apphcant) hereby sgree & suthorlse Xoshia Foundation and its Trustees o
usadpubilshipul-upfreproduce iy namo, address, photo & dulals of the “putpese’, lor which such assistance |s requestodigranied, through any
medium, Including bul not Bmited 1o verbal, print. eloctionio, for soliciling donations for Koshikn Foundallon endior dissemingling information aboul i's
nctvithesfachlevements, Such use of my phote & detalls can bo made by Koshika Foundation belore of afler my treatment or fulfiiment of the "purposs™
for which assistance is baing requestod.

2) | (Applicant) furtser agres Inal any such use of iy NEME, nodraes, photo & details of the "purpase”, lor which such assistance is requested/granied,
will nol sutematically entitie me for recoiving or continulng the sald assiatance, The declelon for granting andior continulng the assistance will rest solely
with the Trustees of Koshia Foondation, and thelr decision Is this regard will be final 2nd accepizble to me.
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AGREEMENT by HOSPITAL (wmwe o =00

By affixing hereunder, sighatum of our Authorised Signatory for recommending this casefpafiont for financial assistance from Keshika Foundation, we
(Hospital) herety affirm & nocept folldwing

1) that we nedler are presently nor will 1o fulure avel of Ikancial sssisiance fiom another NGO or any olher source, for the same palienlcase, as we are
requesting 1o gut from Heshika Foundation, to the exlen! that such assislance is granted by Keshika Foundation. I the requested assistance is not granted
by Koshika Foundation, in partor In full, then the Hosplial resenves ®a right to make up tha shortfoll from anclher NGO or any ofhar source. This
confirmation essentially states (al the Hospltal will nol svail any dupBeats assistance lor the same pallentcase from any other NGO or any other sowrce,
2) The essistance from Koshiks Foundaton fs only Enancs in nafune. The choice of the teaimenl/procedure sdvised/iconduciad by tha Hospllal an the
patient, is based on the arangoment between the patient & the Hospital, and 18 in no way influenced by Keshlka Foundation. Hence, the Hospited will
assume sale & complete respons|bility of the tresimen) & if's cutcome & =afaty of the patient, and Koshilks' Foundation will have no role or responsiblity
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