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DECLARATION by APPLICANT: =i T Wiws 73

1} 1 hereby canfirm that sl detalis in this Form are True fo ihe best of my knowledge. Any fatse statemaent will render my Application & ongoing assistance, if
liable for rejection/canceilation.

2} | solamnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpese’, @s steted in this Form, for which such pssisianoe

was requested by me.

3} | hereby confirm that | have nat & will notn futurs. avail of reimbursament, in part or bn full, from any othar sourcalemployarfinsurance company, of tha ampun

for which this assistance is requested
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~AGREEMENT by APPLICANT (it g w711)

1) By affiking my signature-af thumb impression on this Form, | (Applicant) hersby agres & authorise Koshika Foundation and il's Trustees o
use/publizh/put-up/reproduce my name, address, pholo & details of the “purpose”, lor which such sssistance is requested/granted. through any
medium, Including bul not limited 1o verbal, print, electronic, for saiiciting donations for Koshika Foundation and/or disseminating infarmalion aboul 7'
activities/achievements. Such use of my photo & detais can be made by Koshika Foundation before or after my treatment ot fullliment of the "purposs”
for which assistance is being requestad.

2) | {Applicant) further agres that any such use of my rame, sddress, pholo & details:of the “purpose’”, for which such assistance |s requasted/granted,
will not aulomatically entitie me fof receiving or continuing the aaid assistanca, The decision for granting andler continuing the assistance will resl salely
with the Trustess of Kashika Foundation, and i decision s this regard will be Minal and acceplable to ma.
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AGREEMENT by HOSPITAL (®%7m W0 w11}

By aifining hereunder, signalune of our puwthorised Signatory for recommending this case/patient jor financial assistance from Keshika Foundation, we
{Hospital} hereby affirm & accept following:

1) that we nalther are presently nor will in future avall of financial assistance from snother NGO or sny other sourcs, for the same palienticase, 85 we ane
requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. If the requested assistance is not granled
by Koshika Foundalion, in part of in full, then the Hospital reserves I's right to make up the shortiall from anotiher NGO of any other saurce, This
confirmation essantially states that the Hoapital will nol avall any duplicate sssistance for the same patienticase from any othar NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the trealmentprocedure advised/canducted by he Haspilal on the
patiant, is based on the arangement bitween the patient & the Hospital, and is In no way influsncad by Koshika Foundation. Hence, the Hospital will
assume sole & complets responsibility of the treatment & il's autcome & safety of the patient, and Koshika Foundation will have no role or resporslbility

in the matter.
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