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DECLARATION by APPLICANT: sioR T sy 7u:

1) | hetety corfirm that all detalls In this Form are True fo fhe best of my knowiedge. Any false stalement will render my Application & ongaing assistance, If any,
ligble for rejactionicancallation,

24| solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as slated in this Form, for which such essistance
wis reguesied by me,

3) | heraby confirm that | Have not & will not in future, aval of reimbursement, in part or in full, irom sny cther sourcelsmployerinsurance company, of the amount
for which Inis assistance is requestad.
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1) By afixing my signalure or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshike Foundation and its Trosteas o
usa/publish/put-upireproduce my nama, address, pholo & details of the “purpose”, for which such assistance ls mguestodigranted, through any
medlum, Including bul not limited 1o verbal, print, electroniz, lor solicifing donafions for Koshika Foundation andfor disseminating Information sbout if's
solivitiesiachisvements. Such use of my photo & details can be made by Kokhika Foundation before or after my treatmaent or fulliimant of tha “purpose”
for which essisiance is being requested

211 (Applicant) further agroe that any such use of my name, address, phelo & details of the “purpese”, for which such assistance (s requested/granied,
will not sutomatically entlthe ma for receiving ar continuing the sald assistance. The decision for granting and/or confinuing the aszistance will rast sclaly
with the Trusizes of Koshika Foundation, and Iheir decision is this regard will be fingl and acceptable to ma.
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AGREEMENT by HOSPITAL (wemm Tm %)

By affizing hereunder, signature of our Authorised Signatory for recommending Ihis casafpatient for firancial assistance from Koshika Foundation, we
{Hospital) kereby affirm & sccept following:

1) that we neither are prasenily nar will in fuluire avail of financial aszistance from another NGO or any other source, for the same patient/case, a5 we am
ranuesting to get fram Koghika Foundation, to the exent that such assisiance s grantied by Koshika Foundation, If the requestad aesistanca is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves [I's right 1o make up the shortfall from ancther NGO or any other source, This
confirmation assantially states that the Haspital will not avail any duplicate assistance for the same patiant/casa from any other NGO of any othar souns
Z) The assistance from Kostike Foundation is oniy financial in nature. The choice of the reatment/procedure advised/conducted by the Hospital on tha
patient, i based on the arengament betwesn the patient & the Hospital, and i& In no way influanced by Koshika Foundation. Hanca, the Hospital will

assume sole & complels responsibiity of the treatmant & IF's outcome & safaty of the patient, snd Koshika Foundation will have no rofe of responsshility
in lhe matter.
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