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DECLARATION by APPLICANT: St & siwmn ws

1) | heeby confinm thet sl detals in this Form are True 1o the besl of my knowledgs. Any false statemenl will tender my Application & angaing assistance, T any,
llnbile for rejectiprniCancatiztion

21| salemnly corfirm thet assistance, i recolved from Koshika Foundation; will be used only for the “purpase”, as stated I this Form, for which such assistance

was requested by ma.

33 | horeby confirm that | kave not & wil not in future, avai of relmbursement, in part or in full, from any other saurcefamployerfnsirance company, of the amount

for which this assistance is reguested
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AGREEMENT by APPLICANT { s gm =)

1) By affixing my signalure or thumb impression on this Form, | (Applicant] horaby sgree & authorise Koshika Foundahon and IU's Trustees tn
wsedpubiishiput-imireproduce my name, addross, pholo & details of the ‘purposa”, for which such assislance is requestedigranted, ihrolgh any
redium, including bul not imiled 1o verbal, print, electronls, fer soliciling donations for Koshike Foundallon andfor disseminaling information aboul It's
activitlea!achiovements. Such useof my pholo & detalis can be made by Koshika Foundation bafore o aftor my treatment or fulimant of the "purpose”
far whigh ass:stance is being requestad,

211 (Applicant) further agree that any such use of my name, address, pholo & details of the "purposs”, far which such asaistance ks requastedigranied,
will riol aulematically ontitle me far recelving of continuing th said aesistance. The declsion for granting and/or continuing the assistance will rest salely
wiltt |ha Trustees of Koshika Foundalion, and thair decision is this regard will be linal snd acceptable o me
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AGREEMENT by HOSPITAL (wems Zi0 %)

By affiming horeunder, signature of our Authorized Signatory for recommending this case/patent for finanoud assistapce fram Kostika Foundation, we
(Hespital) hereby alliim & accepl lallowing:

1} that wa neither are presently nor will In future svail of linancial assistance from another NGO or any other source, for INe same palient/case, B8 wa ors
raquesting 1o gal from Koshika Foubdation, 1o thir exten! that sich assistantce is granled by Koshika Foundation. If the requesled assgtance (s nol granted
by Kershika Foundation. ih part or in full, then the Hospital reserves If's right to make up the shorfall from another NGO or any other saurce. This
confirmation essaniially states that the Hosplial will not avall ny duplicote nssistance lor the same patient/cnge from any other NGO of any ather source.
2} The assistance from Koshika Foundatian is only linancial in nature. The cholce of the (regtmeniprocedurs adyised/conductod by the Hospltal ah the
patient, s based on the amangement batween the patlent & the Hospital, and s In no way influenced by Koshikis Foundation, Henca, the Hospital will
gasume sole & complele responsibility of the treatmant & s oultcoma & safety. of the patlent. and Koghika Foundation will have no tole of responsibility
in the matter.
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