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DECLARATION by APPLICANT: siifes g v wm;

1) | hereby confinm tat ol detals n this Form are True fo (he best of my knowledge, Any false sialement wil render my Application & cngaoing essistance, I any,
kbl for rejsctionicancolinlion

2} | solgmaly confirm thai ssslst=nce, | racaived from Koshiks Foundatian, will be used anly lor the "purposs”, as sisled in this Form, for which such essisiance

wan requestod by me

3) | hareby confirm that | heve not & will not n fuune, svall of reimburssment, In part of In full, from any other sourca/smployssinsurance company, of the amount)

for which this sssiatance s requesiod.
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AGREEMENT by APPLICANT (smiew £ =10}

1) By affiing my signature or umb impressicn on fis Form, | (Appficent) hersby agres & aulhorise Koshilks Foundation and if's Trustees to
wseipblish/put-upfregroduce my namo, address, phote & detalls of the “purpose”, for whith such assistance la requested/grantad, through any
medum, including but not Bmited 1o verkal, prin, elestronis, for solioting danatiens for Kashiks Foundation and/or disseminating information about i's
acivitles/achiovements. Such use of my pholo & detalls can be made by Koohika Foundation before or after my reatmant or fulfiiment of the “purposs”
for which aagistance s being requosted,

2) | {Applicant) further agres that any such use of my name, address, pholo & datalls of the "purpose”, for which such assislance |8 requestedigrantsd,
will not nutomatically entile me for recaiving or continuing the sald sssistance. The decision for granting andfer continuing the essistance will rest solaly
with the Trustses of Koshika Foundation, and their decision |s this regard will be final and acoeplatie to me.
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AGREEMENT by HOSPITAL (FoE| 50 W)

By afllxing heteunder, signature of our Authordsed Signatary for recommending this caselpoliant for financlal assistance from Koshika Foundation, we
(Hospital) heseby affirm & accent follawing:

1) that we neliher are presently nos will |s lulure avell of inanclal asslslance Irom anather NGO or sny other scurce, for the same pallonticase, 08 we afe
requesting to get from Koshika Foundation, to the extant that such assisiance fs grantad by Heshika Foundafion, If the requesied essistance iy not grantad
by Koshiks Foundation, In pritar In lull, then the Hospltal reserves Il's right b moke up tha shorfall from another RGO or any olher source. Thia
confirmation essontially stuies that the Hospital will nol avail eny duplicsts sssistance for the same patient’case from any other NGO or any ofher source,
2) The assistance Irom Koshika Foundation |s only fnanslal In ninture. The choles of the trenimentprocedure advised/conducted by the Hospital on the
pafenl, is based on the smangamen! belween tho palient & the Hospital, ond is in ma way infleenced by Koshiks Foundation. Hence, the Hospital will
assumo sole & complete responalbilty of the treatment & It's sulcome A safety of the patient, and Keahlka Foundation will have no role or responsibll|ly

in the maiter.
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