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DECLARATION by APPLICANT: STHT® T Wios T:

111 hareby confiem thal s datads in this Form are True to the best of my knowledge, Any faise stslement will render my Application & ongoing
hable for resctionfcancafation,

2} | salemaly conflem (hal asslstance, i recaived from Koshika Foundation, will be used only for The *purpase”, an stated in this Form, lor which such

was requasiod by ma

3} 1 hereby confem tal | have not & will not in future. aveil of rembursement. in part of in full from any olher sourcasmployerinsurance company, of the

far which this assistance & requastad.
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AGREEMENT by APPLICANT (=es g0 %01

1) By afficing my signalure of thumb imgression on this Form, | (Applicant) hereby sgree & authorise Koshika Foundatlon and it's Trustees to
use/publishiput-uplreproduce my name, address, pholo & detaits of the "purpase”, for which such assistance it requesiodigranted, through any
miedium, inclueding but nal limited to verbal, print, slectionic, for soliciting donations for Koshika Foundation and/or disseminating infarmation aboul il's
pctivitles/achisvements, Such uso of my photo & detalls can be made by Koshika Foundation before or after my treatment or hulfiment of the "purpose”
for which assistance |5 belng requested. )

211 [Appbicant) futher sgres thal any such Use of my name, address, photo & details of the “purpose’, for which such assistance s mquestedigranted,
will niol sulgmatically enlils me for receiving of continuing the said assistance. The decision for granting andler continuing the assistance will rest solely
with the Trusiees of Koshikn Fourdation, and thelr decision is ihis regard will be final and acoeptabie to me.
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AGREEMENT by HOSPITAL (wrmm gm =)

By affixing hersunder, signaiune of our Authorsed Signatory for recommending this casefpatient for financial assistance from Koshika Foundation, we
{Hospitel) hersby affirm & accept following:

1) that we nelthar sro presenty nor will in fulyre avad of financial assistance from anolher NGO or an pthar source, for the same patiant'case. a& we ae
requesting 1o get from Koshika Foundation, o the extent thal such assistance is grantad by Koshika Foundalion, If the requesied assisiance is nol granted
by Kashika Foundafion, in pat of in full, then the Hospital reserves it's nght to make up the sherttall from angiher NGO or any other source, This
confirmation essentially states thal the Hospital will not svall any duphicate assislance for the same pallent/case lrom any alhes NGO or any ofher soufce
2) The sasistance from Koshika Foundagon is only fingncial in nature, The choice of the freatmenliprocedure advisad/condudied by the Hospital on the
patieni, is based on the arrangament betwosn the patient & the Hespital, and ks in no way influsnced by Koshika Foundation. Hence, the Hospial wil
sssume sole & complato responsibility of the treatment & II's outcoma & safety of 1he patien), and Koshika Foundation will heve no rofe or responsibility
in thia mater
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