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DECLARATION by APPLICANT: Srts gm wwem ou;

1) | hereby confirm that all detadls in this Form ara True 10 the best of my knowledge. Any false siatement will rarsder my Apglication 8 ongoing asalstance, (| any
labse for rejectionfcancaiiation

2} | sodemnly confirm thel nesisiance, If recalved from Koshike Foundation, will be used eniy for the “purposae”, 25 slated in tis Form, for which such assistance
was requasisd by ma.

3) I heseby confirm that | have ot & will nat in future, avail of reimbursement. in part or in full from any othar sourcaremployerinsuience company, of tha smount
for which this assistance iy requesisd
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1] By affoung my signature o thumb impression on this Fomm, | (Applicant) hetsby agree & authortse Koshika Foundation and Ii's Trusizes to
use/publishipul-upireproduce my name, address, photo & detalls of e "purposa’, for which such assistance |s reguesied/aranied, thiough any
medlim, including bul nol Umited to verbal, print, sleciranic, for soliciing donations for Koshika Foundatian andiar dissaminaling information abaul it's

acivillos/aciievemonis. Such use of my phole & detalls can be mads by Koshika Foundalion before or after my treatment or fulfilment of ihe “putpasa”
lor which assistanca is balng requested

2} | tApplicant) hurther agres thal any such use of my name, iddress, photo & details of ha “purpose”, for which such assistance is reGuesiedigranted,
will not automatically snfitie me for receiving or continuing the seld assistance. The decision loe granting andlor continuing the sssistance will res! solaly
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to ma.
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AGREEMENT by HOSPITAL (v gm ®oi)
By affixing hersunder, signaiure of our Authorised Signalary for recommending this casa/patient for financial assistance from Koshika Foundation, we
(Hospital) heraby affirm & acoept following:
1) that we nedther are presently nor will in fulure avail of financial assistance from another NGO or any ether source, for ihe same patiantcase. as we are
requasting to gel frvm Koshika Foundation, lo the extent that such agsistance is granted by Koshlks Foundation, If the requested assistsnce is net granied
by Koshika Foundation, in part ef in full, then the Hospital reserves It's right to make up the shortfall from another NGO or any other source. This
confirmation essentislly stales that the Hospital will net avail any duplicate assistance for the same patientcase from any ather NGO ar any alher souics
2) The mssistance from Kostika Foundation is only financial in nature. The choice of ihe treatment/procadure advisediconducied by the Hospital on the
patlent, is based on the amangement between tha patient & the Hospital, and Is in no way influgnced by Koshika Foundstion Henca, tha Hospital will

assume sole & complete reaponsibllity of the treatment & It's outcome & safety of the patient, and Koshiks Faundation will have no role or responsibility
in the matisr,
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