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DECLARATION by APPLICANT: sies s v

1) | hereby confirm thal all detalls in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing sssistance, i any,
lighle for rejoctionicanceliation,

2) | salemnly contirm thal assistance, if recelved from Hoshika Fourdation, will be used anly for the “purpose”, as steted in this Form, for which such assistance
was requesiad by ma

3) 1 hereby confirm that | have nal & will not in future, avall of rembursemant, in part or kn full, from any other sourcefemployerinsurance company, of the amount
for which this assisinnce [ requesiad
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AGREEMENT by APPLICANT (s gl W)

1) By effixing my signature o thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and if's Trustees 1o
usaipublishiput-up/reproduce my name, sddress, pholo & detalls of the "purpose’, for which such assistance i requested’granted, through any
medium, Including bul nat limited to varbal, print, electronie, for saliclilng donations for Koshika Foundation andfor disseminating information about it's

sctivities/schisvements. Such use of my photo & details can be made by Koshiks Foundafion before or after my treatmant or fulfiimant of the “purposs™
for which assistance Is being requestod.

2} | (Appiicant) furlher agree that any such use of my name, address, photo & detalls of the "purpose”, for which such assistance s requested/granted,
will not aulomatically entitle me for receiving or conlinuing the said assistance. The decision for granling andlor continuing the assistance will resl sobaly
with tha Trustess of Koshika Foundation, and thair decision is this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (Wosms g W)

By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hersby sifirm & accepl folowing:

1) that wa nelther ane presently nor will in fulure avall of financal sssistance from another NGO or any other source, for the sama patienticase, a5 we ara
raquesting ko gat from Koshika Foundation, 1o tho extent that such assisianca is granted by Koshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part ar in full, ihen e Hospital reserves [Us righl to make up the shortfall from another NGO or any other source. This
confirmation essentialy states thal the Hospital will not avail any duplicete assistance for the same patientcass from any other NGO or any othar sourca
2) The aesistance from Hoshika Foundafion is only financial in nalure. The choice of the trestment/procedure advised/conducted by the Hospltal on the
palant, in based on the srangement between (he patent & the Hospital, and |8 in no way Influenced by Koshika Foundation. Hanca, tha Hospital will
assuma sola & complele responsibility of the treatment & It's outcome & safety of the patient, and Koshike Foundation will heve no role or responsibility
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