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DECLARATION by APPLICANT: =TS T Siww 79:

1) | heraby confirm that all datnlis in this Form are Tree to the best of my knowiadge. Any false stalement will render my Applicalion & ongoing assistance,
lmble for rejection/ancetiation. J
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was requested by me.

3) | heraby confirm that | have not & whl not in fulure, avall of reimbursemant, in part or in full, from any other source/amplover/insurance company, of the amount

far which thls assistance is requesiad,
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AGREEMENT by APPLICANT (=ew g %1t)

1) By afflxing my sipnature or thumb impression on this Form, | (Applicant) hareby egree & authorise Koshika Foundation and It's Trustses io
us#/publish/pul-up/reproduce my name, sddress, photo & detalls of the “purpose”, for which such assistance is requesiedigranted, through any
medlum, incisding but not lmited 1o verbal, prinl, electronle, for soliciting donations for Koshika Foundation andior disseminating information about it's
activitiss/achiavements. Such uss of my photo & detzils can be made by Koshika Foundation bafore or afler my irestmant or fuifiimant of the *purpose’
for which assistance is belng requéasted.

2) | (Applicant) further agres that any such usa of my name, addmess, photo & detalis of the "purpose”. for which such assistance is requestedigranted,
will nol automatically entitls me for recelving or continuing the seid assistance. The decision for granting andlor continuing the assistence will rest solaly
with the Trustess of Koshika Foundation, end their decision is this regard will ba final and scceptabie o me
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AGREEMENT by HOSPITAL (¥¥mm I W)

By affining hereunder, signatura of our Authorlsed Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hospital) heraby affirm & accapt fallowing:

1) that we naither ars presanty nor will in future avall of financlal assistance from anather NGO or any other source, for the sama palieniicase, as we are
requesting to gel from Koshlka Foundation, to the extent that such essistance |s granted by Koshika Foundalion. If the requested essistance I not granted
by Koshika Foundation, in part or in full, than the Hospital reserves il's right 1o make up the shorifall from encther NGO or any other source, This
confirmation essentially states that the Hospltal will not avall any duplicate sssistance for the same patlenticase from any other NGO or any other source.
2) The sssistance from Koshika Foundstion bs only financial in nature, The cholce of the treatmentprocedurs edvised/conducied by the Hospital on the
patiant, |s basad on the armangament belwean the patient & the Hospital, and is In no way Influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complets responsibility of the treatment & it's oulcoma & safety of the patient, and Koshika Foundation will have no role or responsibility

Iry the matter.
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