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DECLARATION by APPLICANT: Sy s 99:

1) | hereby canfirm thial il details in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing assistance, If any,
liable for rapectionicanceilation

21 | solamnly confirm that assistance. if received from Koshike Foundation, will be used only Tor the “purpose”, 83 stated in this Form, for which such assistance
wis requasted by me.

) | hareby confirm that | have nol & will pot in future, @vail of reimbussamant, (n part ar i full, friem any other soarefemalopesfinsarance comparny. of the amount
for which this assistance Is requesied,
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AGREEMENT by APPLICANT | méew 2m wam)

1] By affixing my signature or thumb impression on this Form, | {Applicant] hareby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pul-upfreproduce my name, address, pholo & details of the "purpose’, for which such assisiance ls requestedigranied, through any
medium, inciuding bul not limited 1o verbal, print, electronic, for soliciling donations for Koshika Foundation andior disseminating information about it's
activilesfachlgvements. Such use of my phoio & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assisiance |8 balng requested.

2) | (Appiicant) further 2grea that any such use of my nama, sddress, photo & details of the "purpose”, for which such essistance is requestedigranted,
will nat sutomatically entitke me for receiving o continuing the said assistance, The decision for granting and/or continuing the asslstance will rest solaly
with the Truslees of Koshika Foundation, and thelr decision s this regard will be final and acceptable o me,
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (wsame 5 wim)

By affixing hereunder, signature of our Authorsed Signatory for recommending this cese/patient for financial assistance from Koshika Foundation, we
{(Hospital) hereby affirm & sccept following:

1] thiat we neither are presently nor will in future Bvall of financial essteEtance from another NGO or any other source, for the same pafient'cose, os we e
raquirsting o get fram Kashika Foundation, lo the exient that such assistance |s granted by Koshika Foundallon, If the requesied assistance |s nol granted
by Koshikn Foundation, in part or in full, then the Hospital resarves if's right to make up the shortfall from another NGO or any other source. This
canfirmation essentinlly states that the Hospital will nol avail any duplicats assistance lor the same patient'case from any slher NGO or any other source
21 The essistance from Koshika Foundation is anly financial in nature, The choice of the reatment/procedure advisedfconducied by the Hespital on iha
patlent, s based on the arrangemen| batween the patient & the Hosepital, and isin no way influsnced by Koshiks Foundalion. Hance, the Hospital wlll
asgume solo & complete responsiblity of the treatment & it's outcoma & safely of the patiant, and Koshika Foundation will have no role or responsthility
in the matier.
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