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DECLARATION by APPLICANT: iFrow £ v 7w

1) | herekry confirm that all details in this Form are True 18 tha basl of my knowledge. Any laise statoment wil render my Appiication & ongoing
fahle for rejection/cancellation,

2} | solemnly condirm that oasisinnce, If recelved rom Koshilks Foundation. will be usad only lor the “purpose”, a8 slanid in this Form, for which such

was requested by me,

1) | hareby confirm that | nave nol & will not in future, svad of reimbursemant. in par or in full, Irem any ather sourcelemployarinsurance company, of the amou
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AGHEEMENT by APPLICANT (s g %t

1) By aflixing my signatura o thumb impression on this Form, | |Applicant) hereby agres & authorise IKoshikae Foundation nnd 1's Trustees 1o
usa/publishiput-uplreproduce my name, address, pholo & detalls of the “purpase”, for which such assistance is requastedigrantad, through any
adium, including Bul not limited o verbal, print, siectronig, for sokclling donations for Koshika Foundation andlor disseminating information shout s
nctivities/achievemants. Such use of my ghoto & detalls can be made by Kostika Foundation bafors or aftar my treatment or luffilment of the “purpose”
for which assksiance |& being requesied.

211 (Applicont) lunher agree that any such use of my name. address, pholo & dotaits of the “purposa”, for which such assinlance o requenledigranted,
will not automaticsily eniflie me for receiving o confinuing the said assistance. The decision for graniing andfor continuing (he assistance will rest solsly
with the Trugtees of [oshike Foundation, nnd thelr deckson ks this regand will ba final Bnd acceplable to me.
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AGREEMENT by HOSPITAL (e u wot)

By affixing hergunder, signaiurg of our Authorised Signatory for recommending this casa/petient for finencial aseistance from Koshéa Foundation, we
(Hospital) hereby affirm & accept lollowing:

1) that wa neither aro presently nor will m future svall of inancial assistance from another NGO o any other source, for the same patientcase, B5 we are
requesiing 10 gel from Koshika Foundation, ko the exlent [hat such assatance is granted by Koshika Foundation, If the requosiad sssistance ks nol granied
by ¥oshike Foundation, in part of in full, then the Hospital reserves il's night o make up the shoritall from anathar NGO or any other source. This
confirnation essentially stales thal the Hospital will not avall any duplicate assistance for the sama patent/case fram any cther NGO or sy athar source
2] The sssistance from Kashika Foundation is only financial in nature. Tha choice of the restmentprocedure advised/conducted by the Hospital on the
pallant, s based on the arerangument batwasn tha patient & the Hoapital, and i in no way influsnced by Koshia Faundation. Honee, he Hospital wil
assume sole & complete responsibility of the reatment & i's outcome & safety of tha patient, and Koghika Foundation will have no role or responsibility
in the maller.
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