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DECLARATION by APPLICANT, WTotw p@ whem wn:

1) | heretry confirm it 88 detais in this Form are True 1o the best of my knowledge. Any false statemaent will render my Application & ongoing assistance, § any,
labile for ressction/cancellaiion,

2] | solemnly confirm that assistance. il received from Koshika Foundation, will be used only for ihe "purpose”, @s statad in this Form, for which such assistance
was raguesied by mae

3) | hretzy confiom mat | nave not & will not in future, avail of rembursemant, in pant or in ful, from any other sourcalsmiployerfinsurance company, of the amaunt
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AGREEMENT by APPLICANT ( smies gm wiv)

14 By aflizing my sigrature or thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and It's Trurteos 1o

use/publish/put-upireproduce my name, sddress, pholo & detaila of the “purpese”, for which such sssistanos is requested/granted, thiough any

mrdium, including bul not imeed to verbal, print, slectronic, for soliciting donations for Koshikcs Foundation andlor disseminating information about if's

aciniiles/achievaments. Such use of my pholo & detalls can be made by Koshika Foundation before or after my treatment or fulllimant of the “purpose”
for which assistance is being requested

2} (Applicant) further agree Mat any such use ol my name, sddress, phoio & details of the “purposa’, for which such assistance is requesied/grantad,
will nal sulomalically pntitle me for recoiving or continuing the sale assistance. The declsion for granling andior continuing the nasistance will res! solely
with [he Trusices of Koshika Foundalion. and their decision is this regard will be firal and acceptable o ma.
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AGREEMENT by HOSPITAL (vemem g0 &)

By affxing hersunder, sgnature of our Authonsed Skgnatary for recommentding Ihis casefpatent for linencial assistance from Koshiks Foundation, we
{Hospital} heteby affirm & sccept followng:

1) thiat e nedthar are presently nor will in future avall of financlal asslstance from another NGO or any othar source, for the same palient/case, Bs we an
reguasting o gol from Keahiks Foundation, 1o the axiant thal such assistance is granted by Koshiks Foundation. If the requested ansistance ks not granied
by Moshika Foundation, in pan or in full, then the Hospital reserves [('s fight 10 make up the shortfall from ancther NGO or any othed source, This
confirmation essentially states that the Hospital will nat avail any duplicsie sssistance for (he same patient/cass Fom amy other NGO o any other source
2} The assistance from Koshika Foundation ks only financial m nature, The choice of the reatmentprocedure advised/conductad by the Hospital on the
patiant, is bassd on the arrangsmant between tha patien! & the Hospital and is in no way infusnoed by Koshiks Foundation. Hanca, the Hoapltal will
assums sole & complete respansibillly of the trestmant & II's culcome & safely of the patient, and Koshikes Foundation will have no role of responsibllity
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