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DECLARATION by APPLICANT: S[Hew® TRI Spon 99:

1) | hereby confirm that all delails in this Form are True 1o the best of my knowledge, Any false siatement will render my Application & ongolng assistance, if any,
ke for mejecton/cancaliation.

2 | selemnly confirm that assistance, if receied from Koshiks Foundation, will be used anly for the “purpose”, as stated in this Form, for which such assistancs
was raquested by ma.

3) | hereby confirm that | have net & will not in fulure, avail of reimbursemant, in pan or in full, from any other sourcelsmployeriinsurance company, of the amount
for which this assistance i= requastad
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AGREEMENT by APPLICANT (sm=® g %01

1} By affixing my signalure of thumb impression on thie Form, | (Applicant) hereby agree & suthorise Koshika Foundation and [t's Trustees io
usalpublishiput-upireproduce my name, addrees, photp & detsils of the “purposa”, for which such assistance is requestedigranted, through any
medium, including bist not imited 1o verbal, print, electronic, for saliciting denations for Koshika Foundation and/or disseminating Information about it's
activities/achisvements. Such use ol my phalo & details can be made by Koshika Foundalion before or after my treatiment or fulfilment of the “purpass”
for which assistance & being reguesied.

2} | (Applicant) further agres that any such use of my name, address, photo & delalls of the "purpose”, for which such sssisiance is requestedigranted,
will nol automalically enliis me for receiving or confinuing Lhe said assistance. The decision lor granting andfer conlinuing the sssisiance will rest solsly
with the Trustees of Koshika Foundation, and their decision is thig regard will be final and acceplable o me.
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AGREEMENT by HOSPITAL (Toms §m %)

By affizing hereunder, signature of our Authorised Signatary lor recommending this case/patient for financial assislance from Koshika Faundation, wa
(Hospital) heraby affirm & acoept Inlkowing:

1) that wea nedther are presently nor will in futire avall of financial assistance from encther NGO or any ather source, for the same patient/case, as we ars
requesting to getl from Koshika Foundation, 1o the extent thal such aseistance s granted by Koshika Foundation. If the requested assfstance is nol granted
by Koshika Foundation, in part or in full, then the Hospial reserves it's fight to make up the shartfall from ancther NGO or any other source. This
confirmation essentially states thal the Hospital will not avail ony duplicate assistance for the same patient/case from any othar NGO or any othar sourcs.
2} The assistance from Koshika Foundalion is only financial in nature. The choice of ihe reatment/procedure advised/conducted by the Hospital on the
patlant, is basad on the amangement between the patient & the Hospiial, and s in no way influenced by Koshika Foundation. Henca, the Hospital will
assuma soie A complats responsibiity of the frestment & it's cutcoma & safety of the patient, and Koshika Foundation will have na role or responsibility
in the matier.
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