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DECLARATION by APPLICANT: Smiles B sTyen 7w;
1) | nereby confirm thal ail detaits n s Form @re Troe to the best of my knowledge. Any false statemant will render my Apphcation & ongoing sssistanc, | any,
lizbla lor re|scbonfcancallalion.

2) | nolemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”; a= stated In this Form, lor whech such assistance
waa reguested by me.

3) | hereby confirm that | hpve not & wili not in funare, avall of reimbursement, in part or in full, from any other sourcefemployesinaurance company, of the amount
for which Ihis Assistancs 16 requesied
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AGREEMENT by APPLIGANT ( sTs @1 ®107)

1) By alliming my sigratute of thumb impression an this Form, | (Applicant) hereby agres & authorise Kashika Foundation and it's Trustees 1o
use'pubishput-uplreproduce my rmame, addrose, photo & detsils of the “purposs”, for which such aselstance is reguested/granted, through any
rrochilim, including but not bmited o verbal, print, electronic, for soliciting donations for Koshika Foundation andfor disseminating Information about s
acthvitleslachisvemants. Such use ol my phato & details can ba mada by Hoshika Foundation befors or aftar my treatment or fulliimeant of the “plurmpose”
for which assistance s being requestad.

211 (Applicant) further agres that any such usa of my name, addreas, photo & datalls of the “purpose”, for which such assistance iz requestedigranted,
will nol automalically entitie me far receiving of cantinuing the said assistance. The decision lor granling andlor eenlinuing the assistance will rast salaly
with the Trustees of Koshika Foundation, and their decision is this regard will ba final and accaptable o me
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AGREEMENT by HOSPITAL (swael B i)

By alllxing herdunder, signature of our Authorsed Signatary for recommanding this case/patien! lor financial assistance from Koshika Foundallon, wa
[Hospital) hereby affirm & accapl following:

1) that we melther sre presently oot will in fulure avall of inanclal assistancy (rom onother NGO or any other source, for the same palisnt'cass, a8 we ars
ratjuresting 1o gel from Koshika Foundation, 1o the extent 1hal such sssistance is granted by Koshika Foundalion, If the requasted assistance i nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves |t's right 1o mishe up the shortfall from apother NGO ar any ulher source, This
confirmation essentially states thal ihe Hospital will not avall any duplicate assistance for the same patient/case from amy other NGO or any othar source
%} Tha assigtance from Koshika Faundation is only financial in nalurs. The chalce of the treatmentiprocedurs advised/conducied by ihe Hospilal on the
palient, |8 baged an the arrangement between the patient & the Hospital, and i8 in no way (nflusnced by Koshika Foundation. Hence, the Hospital will
assume solo & complete responsibiiity of the Ireatment & Il's outcome & safely of the patient, srd Koshiks Foundation will have no role o responsibllity
in thix mattar.
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