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DECLARATION by APPLIGANT, S 3R Wi 73:

11 | hereby confirm that all details in this Form are True to the best of my knowlodge, Any fatse statement will render iy Application & ongoing assistance, fany,
llable for rerection/cancatliabion.

2} | solemnly confirm that asslstarce, H received from Koshika Foundatian, will be usad only for the “purpese”, as slated in this Form, for which such assistance

was equesied by me. .

3) | heraby confirm that | have not & will not in future, avail of teimbursemant, in part o in full, fram any other source/employer/insurance company, of the amaun

Jor which fhis assistance = requesied
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AGREEMENT by APPLICANT (sa9t% B %)

1] By affixing my signature or thumb impression on this Form. | (Applicant) hereby agree & suthorise Koshika: Foundation and it's Trustees lo
uselpublishiput-upfreptoduce my name, address, photo & datalls of the “purposa”, for which such assisfance Is requested/granted, through sny
mditm, Including but not limited to verbal, print, etectranic, for soliciling donatlors for Koshika Foundation andfor disseminating Infarmation about it's
Selivitiesiachievemants. Such use of my photo & detalls can be made by Koshika Foundatlon before o after my treatment or futfiiment of the “purpose”
far which assistance Is baing requestad.

24 | (Applicant) further agres that any such use of my nama, Bidrass, nhoto & datalls of the “purpase”, fat which such assistance s raquestadigranted,
will notl automatically entitle me for receiving of continuing the said assistance Thie decision for granting and/or continulng the asskstance will rest solely
with the Trustess of Koshiks Foundation, and (heir decision I this regard will b final and scceplable 10 me.
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AGREEMENT by HOSPITAL [(wems £ W)

By afliking hereundr, signature of our Authorised Signatory for recommanding this case/patient for financial asslstance from Koshlka Foundation, we
{Haspital) hereby sffirm & acoapl lollawing:

1) that wa nelther are prasenily nor will In future avall of financial assisiance from snother NGO or any other source, for the same patient/case, as wWe are
requesting 1o get from Kashika Foundation, 1o the extent that such assistance is granted by Koshika Foundathon, |f the requested assistance is not granted
by Kaoshika Foundation, in part or In full, then the Hosplial reserves I's righl to make up the whortfall from anothar NGO or any olher source. This
confirmation sssentially stebes tat the Hospital will not avail any duplicats assistance for the sama patient/case from any other NGO or any other source.
2] Thu assistance from Koshika Foundation fe enly financial in nalur. The cholce of the treatmentprocedurs sdvised/conducted by the Hospital on the
patient, is based en the arrangement banween the patienl & the Hospital, and I8 in no wiy Influencad by Koshika Foundation. Henoe, the Hospital will
aesume sole & complets responsibility of the treatment & s outcome & safsly of the patient, and Koshika Foundation will have no rode or respansiblity
in the matter
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