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DECLARATION by APPLICANT: STH0% [0 Wwm o

1) | hereby confiem thal & details in this Forrn are True Io the best of my knowledge. Any faise stalement will render my Applcalion & ongoing
Kahie for rejecticnicancelialion. _

2) | spbemnly confitm thet ssrtance, If received rom Koshika Foundation. will be Lbed anly for ihe "purpose”, s stolied in this Form, for which such

was roguesied by me,

3) | hasratry confim thal | have sol & will not in luture, svall of reimburssmint, kn pan of in hil, from any olher sourcalamploye:/|nsurance company. al the

fo which this essistence is tequesiad. i
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AGREEMENT by APPLICANT | soes @@ 97

1) By aMixing my signatura or thumb impression on this Form, | (Appilcant) preneby agree & auihorise Koshika Foundation and W's Trustees to
salpubishipul-upiroproduce my name, addross, pholp & detalls of the “purposa”, for which such assistance s requastedigrenied, through any
medium, including but not limiad to verbal, prinl, slectronic, for soliciling donations for Koshika Foundation andior disseminating information about il's
actvilies/achigvements Such use of my photo & details can be mide by Koshikn Foundation before of aftar my irestment or fulfiiment of the "purpose”
for which asssstance is being requestad.

2) | (Appicant) furthar agres that any such use of my nama, address, phota & cetalls of the "purpone”, for which such essistance is requastedigranied,
will net aufomativally entilla ma for recelving o continuing tha said sesistance, The decigian for granting andfor continuing the assigtancs will rest solely
with the Trusieas of Koshike Foundation, and thelr decision s this regard will b fnal acd scceplable Lo me.
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AGREEMENT by HOSPITAL (wvme Tm )

By affixing heraunder, signature of our Authorisod Signalory for recommending this casalpatient for financial assistance from Koshika Foundation, we
(Hospiis|) hereby @firm & accapt lollowing.

1) thal we neither ane presently not will in luture avall of financipl assistance from snother NGO or any other source. for the sama patient’cese, 85 we an
reguesting 1o get from Koshika Foundation, to the exlent that such assistance (s granied by Keshika Foundation, || Ihe requested assistange ks not granted
by Koshika Foundation, in part or in full, then the Hospital reserves il's right lo make up the shortfall from another NGO or any other sourge. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patienticess from any other KGO ar any other source
2] Tha assistanca from Koshika Foundation is anly financial in nature. The choice of Ihe resiment/procedurs sdvisad/conductad by the Hogspial on the
patient, is based on the arangament between the patient & the Hosplial, and is In na way Influanced by Koshika Foundation. Hence, ihe Hospital wil
pasurme sole & complets responebility of the traatment & it's oulcome & sately of the patlent, and Koshika Foundation will have no role or responsibility
n the matlor
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