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DECLARATION by APPLICANT. =R 31 Sen o

1) | heraty confirm fnat &l detais in this Form are True o the best of my knowledge. Any false statement will render my Application & onguing assistance, i any,
liable lor rejeciion/ cancellalon.

2} | solemnly confirm thal assistance, If recarved from Koshike Foundation, will be Used only for the "purpese”, &5 stated in this Form, for which such assistance
was reguested by ma,

3) | haraby confiom that | have not & will nod in future, avail of reimbursement. In parl or in full, from any other source/employerinsurance compary, of the amouni
for which thies assistance i& fagussied
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1) By afficng my signature or thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Faundation and If's Trustess to
usalpublishiput-upireproduce my nama, sddress, photo & delails of the "purpose’, lor which such assigtance is requested/granted, threugh any

medium, including bul net limited 1o varbal, print, electranie, for soliciiing denations for Koshika Foundation and/or disseminating Information about It's

activiesiachisvements. Such use of my photo & details can be made by Koghika Foundation bafore or after my treatment or tuifilment of the “purpose”
tor which asgiglance is baing requested.

2) | [Applicant] furiher agraa that any such uee of my nama, address, photo & detalls of the "purpose”, for which such essistance s requestedigranted,
will not autermatically eniiile me for receiving or continuing the said assistance. The decision lar granting andler conlinuing the assistance will rest sofely
with the Trustees of Koshlka Foundalion, gnd their decision is his regard will be fingl and acceplable (o me.
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AGREEMENT by HOSPITAL (wemms pm W)

By affixing hereunder, signature of our Authonsed Signatory for recommanding this case/patient for financlal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accapl lallowing:

1) that we neilhar gre presently nor will in futere gvail of financial assistance from another NGO or-any other source, for the same patient/case, as we are
redquesting o gat from Koshika Foundation, to the extent [hat such assistance ie granted by Koshlka Foundation, If the raquested assistance is nol grantad
by Konahika Foundation, in part or in full, then the Hospital reserves [1's right 1o make up the shonfall from enather NGO or any other source, This
confirmation essentlally states that the Hospital will not avall any duplicate assistance for the same patient'casa from any other NGO ar any othar source
21 Tha asplstance from Koshika Foundation | only financial in nature. The choice of the eatmentfprocedune advised/conducied by the Hospital an tha
patlant, ie based on the arrengement between the patent & the Hospital, and 15 in no way Influenced by Koshika Foundstion. Hance, the Hoaepiial will

pusume sola & complate responsibiity of the treatmeni & I's outcome & safety of the patienl. and Koshika Foundation will have no role of responsibility
in the mattes
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