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DECLARATION by APPLICANT: ST TT0 Wiwen i

1) | hereby confirm that all detalis in this Foem are Trus Lo the bes| of my knewledge. Any false statemant will randar my Application & ongoing assislance, [f any,
fiabde for rejection/cancediation

2} | solernnly confirm that assistance, if received from Koshika Foundation, will be used only for the “plrpose”, a5 stated in this Form, for which such assistance
was requested by me.

3) | heraby confirm that | have not & wll not In future, avall of reimbursement, in part or in full, from any alher sourcefemployer/insurance company. of the amount
for which this assistance is requested.
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AGREEMENT by APPLICANT (snies gl 57)

1} By affixing my slignature er thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and It's Trustees to
use/publishipul-upireproduce my name, address, pholo & details of the “purposa”, for which such assistance Is requested/granted, through any
medium, including but nol imited 1o varbal, print, electronic, for soficiling donalions for Koshika Foundation andlor dissaminating infarmation aboul it's
aclivities/achievements, Such use of my photo & detalls can be made by Koshika Foundatlon before or after my treatment or fullilment of the *purpose”
for which assistance |s baing requestod

21 | (Applicant) further agree thal any such usa of my nams, address, pholo & detalls of the “purposa’, for which such assistance is requestad/granted,
will not automatically entille me for recaiving or continuing the said sssistance. The deciskon for granting andlor continuing the assistance will rest-solely
with the Trustees of Koshika Foundation, and thelr decislon is this regand will be final and acceptabie to me
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AGREEMENT by HOSPITAL | wrimmT g W)

By affixing hereunder, signature of our Authorised Signalory for recommending this case/patiant for linancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & sccept folowing:

1} that we nelther are presently nor will in fulure avail of financlal assistance from another NGO o eny other source, for the same patient/case, as we an
roguesting to get from Koshikas Foundation, fo the extent that such assistance is granted by Koshika Foundation, |f the requested assistance i3 nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves IU's right to make up the shortfall from apother NGO or any otfer source, This
confirmation essentially stafes thai the Hospits! will not avail any duplicate assistancs for the same patient/cass from any other NGO of any othor souce,
2) The assistance from Koshika Foundation s anly fimancial In nature. The cholce of the teatmentprocedure advised/conducted by the Hospital on the
patient, |s based on the arrangament between the palient & the Hospital, and Is in no way influenced by Koshika Foundatlon. Hence, tha Hoapital will
assume sole & complete responslbility of the treatment & IU's cutcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter,
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