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DECLARATION by APPLICANT. W08 o shwm i 1

1} 1 haraby confirrn that all dotads in this Form ane True to the best of my knowledge. Any false stakzment will render my Application & ongaing assstance, If my,
bl for rejeciovycancelitaton,

2} 1 solamnly confirm that essistance, i received from Koshika Foundation, will be used only for the “purpose”, as slated in this Form, for which such assstance
Wil requesing by ma

3} 1 hereby confirm @t | have not & will ot in future, avall of reembursement, in pan or in full, from any othar sourcalsmployedineurancs company, of the amount
for which this assistance % regquesied
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AGREEMENT by APPLICANT (saies gn wut)

1) By affiamng my signatute or thumb imfsestion on this Form, | (Applicant) hersby agroe & authorise Koshika Foundafion and #'s Truslees to
use/publish/put-up/repioduce my name, address, pholo & detalls of the “purposse”, lor which such assistance b requested/granted, through any
miedm, including bul not limited 1o vorbal, print, slectronic, lor soliciting donetions for Koshlks Foundation and/or disseminating information about K's
activilles'achrvements. Such use of my pholo & details can be made by Moshika Foundation before or after my frealment or fulfiiment of the “purpose”
fot which naskslancs i being requestd

2) | [Appiicant) furthor agree that any such use of my name, address. photo & details of the “purposs”, lor which guch assmlance is mquestadigraniod,

will mo auitormatically entite me or recehang of continluing e sald assistanca. The declson for granting sndfor confinuing the ssamtance will resl solaly
with tha Truteds of Koshika Foundation. and Iheir decision |s this regard will be final and accaptabie to ma.
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By sffixing hereunder, ssgnature of cur Authorsed Signatory for recommending this casafpatisnt for financial assistance from Koshika Foundation, we
{Hospltal) hersby afirm & acoepl lollowing:
1) that wo nedther are presantly nos will in future avall of financial assisiance from another NGO or any ofther source, for the same patient’'case, 8swe are
Lo vl froem Moshika Foundation, o the extent that such assistance & granted by Moshika Foundalion, If the requestad sssistence is not granied
by Koshika Foundafion, in part or in full, then the Hospital reserves it's right fo make up the shortfall from another NGO or any other soume. This
confimation esdentially stales that the Hospial will nol avall any duplicate ssslstance for the same patient/cass from any othe: NGO of any other source.
21 The assismnce from Koshiks Foundaion is only financial in nature. The choice of the frestment/procedure advisad/conduciad by the Hospital on the
paban, ls based on the sfrangement between the patient & tha Hospital. and ks in no way influsnced by Koshikes Foundation. Hends, the Hospital will

assume sole & complets responsibiity of the treatment & it's outcome & safety of the patent, and Koshika Foondation will hawve no role or responsibility
in the matiar
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