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DECLARATION by APPLICANT: SIeE Em wmm i:

1) | hareby confinm thal all detalls in this Form are True (o the best of my knowledge. Any lale statement will render Iy Application & ongalng assistance, il any,
lizhle for rejectonicanceiiation

2) | salemnly confirm that assistance. If received from Koshiki Foundation, will ba used only for the *papose”, as staled in this Form_ lor which such asskstance

was requested by me.

3) ) oty comifiem Bt | have not & will not in future, avall of reimbursement. in pan of in il fram any other sourca/emglayerineuancs coimpany, of the amount
tor which tus assisiance i rejuesieg
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1) By alfiing my signature or Iumb impression on this Form, | (Applicant) heteby agree & autharise Koshika Foundation and if's Trusieos to
usefpublistiput-up/reproduce my name, address, pholo & details of the "purpose”, for which such assistance ks requestedigranted, through any
medum, including bul not imiled 1o verbal, print, slectronic, for soliciting donations for Koshila Foundation andior dissaminating information abaul it's
activiiesiachievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulliiment of the “purposs”
far which sssistancs is baing requestioed.

2] 1 iApplicant) further agees that any such use of my name, addioss, pholo & detaile of e “purpose”, for which such sssstance s mquesied/ganied,
will nat automatically enlitle me for recalving or continuing the sald assistance. The decision for granting andlor confinuing the sssistance will rest solly
wilh tha Trustees of Koahius Foundation, and thair decision is this regard will ba final and sccopiabile 1o me
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AGREEMENT by HOSPITAL (wepss gm wot)

By affixing hersunder, signatune of our Authonsed Signatory for recommending this case/patient for Tinancisl assistance from Koshika Foundafion, we
[Hospital) harely affiem & accapl following:

1) that we neither a2e presently nor will in future avail of financial assistance from anolher NGO or any other source, lor the same palienicase, a6 we e
requesting 1o gel from Koshika Foundation, 1o he extant thal such assistance is granted by Koshilka Foundalion |l the requesied assistanca s nol granted
by Moshika Foundation, in part or in full, then the Hospital reserves if's right o make up the shortfall from another NGO ar any other source. This
confirmation essantally states that the Hospital will not svall any duplicate assistance lof tha sama patierd/case from any other NGO or any other source
2} The assistance from Moshika Foundation is only financial in nature, The choice of the treatmentiprocedure sdvised/conducted by the Hospital on the
patient, is based on the srrangement betwssn the patlent & the Hospital, and is in no way influenced by Koahika Foundation. Hance, (hs Hospital will
pssume sole & complete responsibrity of the treatment & il's outcomes & safety of the patent, and Koshika Foundation will have no role o responsstilify
in tha matter.
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