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DECLARATION by APPLICANT: SrfTs g W w;

111 hereby confitm that sl detaiy in this Form are True i ihe best of my knowiedge. Any false statorment will render my Application & ongoing
liabie for rejection/cancedlation,

2} 1 solemnly confirm That assistance, |f recabved from Koshlka Foundation, will be used only for the “purpose”, as staled In this Form, for which such assi
wis reqiested by ms,
31 hastebry confiom that | have not & will not in luture, avall of reimbursament, in pa o¢ In ull, lrom any olher source/employerfinsurance company, of the amou
i which thie assstance is requesiad, i
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AGREEMENT by APPLICANT (mies p1 %17)

1) By affixing my sigrature of thumb impressian on this Form, | [Applicanl) hereby agres & authorise Koshika Foundation and it's Trusteas o
usafpubhifipul-uproproduce my name, addross, photo & detalls of the “purposs”, for which such assistance i requasted/granied, through amy
medium, Including bul nal limited to verbal, prinl, elecironic, for soliciling donalions for Keshika Foundation andior glsseminating information aboul if's
activilies/achisvemaonis. Such use of my pholo & details can bo mado by Koshika Foeundation bafore or after my treatment of fulliment of the “purposa”
for which assisiance is being reguested.

211 (Applicant) luriher agrae thal any such use of my namé. address, pholo & details of the “purposa’”, lor which such assistance is requesiodigranied,
wil ot auiomatically entitle mo for receiving o conlinuing tha sald assistance. The decision for grenting andfor continuing the asziiance will ragl salely
with [he Trestaes of Koshike Foundation, and thelr decision is this regard will be final and pocaplable 1o me,
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AGREEMENT by HOSPITAL (wi=mm om %)

By affixing hereundar. signatuie of our Authorised Signatory lor recommending this case/patient for financial asssiance from Koshdka Foundation, we
(Hospial) herehy affirm & accept following:

1) that wa neither are presently nos will in Ruture avall of financial assistance from snother NGO or any other souree, lof the same patlenticase, as we are
requesting 1o get from Koshika Foundation, o the extent that such assistance Is granted by Koshika }gmdmn. if the requested sssisiance s not granted
by Koshika Foundation, i pe orin full, then the Hospital resarves i's right lo make up the shortfall from another NGO of any other source. This
confirmation easentinlly states thal the Hospital will nol avall any duplicale assistance for the same patient/case fiem any olher NGO or any other scurce
2] The assistance from Koshika Foundation is only finsncial in nature. The choice of the eatmenliprocedure advised/conduciad by the Hospital on the
patenl, 8 besed on the arrengemeant batween the patisnt & the Hospital, and is In no way Influenced by Koshika Foundation Honce, the Hospital will
assume s0le & compieis responsibiiity of the trestment & It's outcome & safety of the patient, and Koshika Foundation will have no role or respansaiily
i the matier.
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