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DECLARATION by APPLICANT: STieE 1 s w3

1) | hiereby confirm that 3|l deteds in this Form ame True 1o the best of my knowiedge. Any false statemant will render my Application & ongeolng assistance, [ any,
Hebiz for rejsction/canceliation,

2) | solemndy canfirm that aesistancs, If received from Koshlica Faundation, will be osed only for the *purpaze”, as stated In this Form, tor which such asslstance

Wiz requesied by me.

3) | hereby confirm that | have not & will not in fulure, avall of reimbursement, In part or 1n full, fram any aéher sautcalemployesdinsurancs company, of th amaunl |

for which this assistance 18 requested
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AGREEMENT by APPLICANT {18%% &0 &)

1) By athizing my signature or thumb impression on this Form, | (Appilcant) hereby agree & authonses Koshiks Foundation and i's Trustees o
usefpublishipul-upireproduce my name, address, pholo & details of the “purposa”, for which such assisiance s requested/granted, thiough any
medium, including bul nat limiled to verbal, print, elactranic, for solicling donations for Koshlka Foundatlon and/er dissaminating nlormation aboul IU's

actlvitlesfachiovaments. Such use of my photo & details can ba made by Koshike Foundation before or after my treatment or fulfiiment of the “pumose”
lor which assistance is being requesied.

2} | {Applizant} further agres that any such use of my name, sddress, photo & detslls of ke “purpess”, far which such asaistanes is reguasiadigranted,
will ngt autematicslly entitle me for recelving or continuing the sald sssistance. The docision for granting and/or confinuing the assistance will rest solely
with the Trustees of Koshika Feundallon, and their decision |s ihis regard will ba final and acceplable to me.
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AGREEMENT by HOSPITAL (Fem g %a1)

Sy affixing hereunder, signature of our Authonsed Signatary for recommending his case/patient for finsncial gssistance from Koshiks Foundafion, we
{Hospital} hereby affirm & accepl following:

1) that we neither are presantly nor will in future avail of finonclal essistance from another NGO or &ny other source, for the sams patient/cage, as we are
requersting io get from Kashika Foundaticn, o the exient that such assistance is granied by Keshika Foundation, If the requested assistance s nol graniad
by Koshika Foundation, in part or in full, then the Hospilel reserves il's right to make up the shorifall from another NGO-or any other source. This
confirmation essenfiafly states that the Hospital will not avall any duplicale sselstance for the same patisnlcase from sny offer NGO or any oltier source,
2) The asslstance from Koshika Foundation is only financlal in nature, The cholee of the treatmentprocedure sdvisediconductad by the Haspital on the
patient, |s based on the arangement betwesn the patient & {he Hosplial, and is in no way influsnced by Koshika Foundation. Hancs, the Hospital will

assume sole & complels responsibility of the treatment & it's oulcome & safety of the patient, and Kezhika Fourddation will have no role or responsibility
in the matlar.
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