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DECLARATION by APPLICANT: STS%S S WM 7%;

1)1 hereby confirmn thil all detats in this Eotirs are True 1o fre best of my knowledge. Any false staternent will rander my Application & ongoing assislance, it any,
lisblefor rejectionicancalinton,

21 | sodemnly confirm ihat assisance, If recaived from Koshika Eoundation, will be usad only for the *purpose”, @s stated in this Form, for which sipch assistnnce

wis roguirsted by me

33 1 heraty confirm thint | have nol & will not ifi fiitizre. avail of reimbursement, in part o in full, from any other sourcalsmployerinsurance company, of the amoun

for which this aasistance is requesied.
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1) By affomg my signaturg of fhumb impesson on this Form, | (Applioant) heraty agree & sulhorise Koshika Foundation snd it's Trustees o
usepublishiput-up/repiodiunes my name. 00ress. photn & details of the “purpose”, forf which such mssistance is requestadigrantad, through any
msdium, including bul not mited to vertsl, prnt, skectronic, for golleiling donations for Koshika Foundation andior disseminating informalion about It's
attiviiesischicvemants. Such use of my pholo & detalls can be made by Koshika Foundation before of after my treatment or fulfiment of the "purpose”
for wiich assistance is heing requested.
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will the Trustens of Kostika Foundation, and (heir decisian is this regard will bs final and accepianle o me.
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AGREEMENT by HOSPITAL (e 570 )

By affixing hereundes. signature of aur Authorised Signatory for recommending thia casefpatient for financial assisiance trom Kaoshika Foundation, we
(Hospital) horaby =Hirm & accept allowing:

1) that wa me(thie ire presentty nar wil in futisre avall of financial assistance from another NGO or any olher source, lor he same patienl/case, 35 we ore
requasting o get fram Koshika Foundation, (o e Exient that such assistance is granted by Koshika Foundation. If ihe requested assistance i not granted
by Koshika Foundalion, i par or in full, then the Hospital reserves (s right 1o make up the shortfall from anather NGO or any other sourca. This
confirmation Bssentially states thal ine Haspital will not-avail any duplicate assistance for the same patient/case from any other NGO or any othes source.
2) Thi assismnce from Kashika Foundation s only financial in nalura. The choice af the treatmentiprocedure advised/oonducted by the Hospital on he
patienl, s based on the arrangemeril between the patient & tha Hospital, and |8 in no way infiuenced by Koshika Foundation. Hence, the Hospital will
Fesumi gola & complete responsiblity of the treatment & it's ouloome & safety ol the patient, and Koshika Foundation will have no role or responsibility
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