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DECLARATION by APPLICANT: STHe% &M S 79:
11 | hereby confirm ihat all detaits in this Form are True to the best of my knowledge. Any false sisterment will randar my Application & ongeing asslstance, if any,
fiable for refeclionicancellation,

2) | sglemnty confirm that assstance, if recedved from Koshika Foundation, will bs used only for the "purpese’, as stated in this Fomm, for which such azs:stance
was requested by mi

31 | hetmby confirm hat | have not & will nat in future, avail of rembursemant, in part orm full, from any ofher sourca/employerinsurance company, of ihe amount
for which this assisiance is requesied
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1) By affixing my signature or thumb impression on this Form, | [Applicant) hereby agree & authorise Koshika Foundation and Il's Trustees to
use/publishfput-upireproduce my name, addrese, pholo & datails of (he “purpase”, for which such assistance is requested/granted, through any
medium, including but not fimited 1o verbal, print, electronic, for soliciting donstions for Koshiks Foundation endior disseminating information about it's

scilvities/achievements. Such usa of my phato & detalls can be made by Koshika Foundatlon before or atter my treatment or fulfiiment of the “purpose®
far which assistance |4 being raguested.

2} 1 (Applicant) further agrea that any such use of my name, addresa, photo & detalls of the “purpose”, for which such assistance js requested/granted,
will not automalically entithe me for recelving or continuing the sakd assistance. The decision for granting andlor confinuing the assistance will rast solely
with the Trustees of Koshiks Foundation, and their decision |s this regard will be final snd scceptable to me.
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AGREEMENT by HOSPITAL (wepie &0 %)
By affaing hereunder, signature of our Authorised Signatory for recommending ihis case/patient for financial assistance from Koshika Foundation, we
[Hospltal) hersby alfinm & accapl following:
1) that we neither are presantly nor will in future avail of financiel esststance from ancther NGO or any other source, for the same patient'case, as we are
raquesting 1o gel from Koshika Foundation, to the sxtent that such assistance is granted by Koshika Feundation. If the requested assistanca s nol grantad
by Koshika Foundation, in part or in full, then the Hospital resarves it's fight to make up the shortfall from ancther NGO or any olher sourca. This
oonfirmation essentially states thal the Haspital will not avail any duplicate assistance lor the same patienticase fram any othar NGO or any olher soufos
2) Tha acsietance from Koshika Faundatian is only financlal in nature. The cholce of tho treatment/procedure advised/conducied by the Hospital an the
patignt, is based on the arrangement between the patiant & the Hospital, and i= In no way influenced by Koshlka Foundstion. Henca, the Hospital will

assume sole & complels responsibiiity of the treatment & It's outcome & safely of the patient, and Koshika Foundation will have no role or responsibility
in the matiar
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