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DECLARATION by APPLICANT: Seew g WM 7%

1) | hareby confirm that all detalls in this Form are True 1o the best of my knowledge. Ary false statemaent will render my Application & ongaing assistance, i any,
liabse for rejection/cancellation

2) | sotemnly confirm that assistence, if recelved fram Koshike Foundation, will be used enly for the *purpese”, as stalad in this Form._ for which such assistance

was requesied by me

31 | hesredbyy confirm that | Rave not & will net in future, avail of reimburssmsnt, in par o in full. from any ather source/employerinsurance company, of the amount

tar which 1his asslsance is requasied.
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AGREEMENT by APPLICANT ( smmm g0 #1)

1) By affixing my sagnature or thumb impression on this Form, | (Applcant) hereby agree & authorisa Koshika Foundation and if's Trustess 1o
usa/publishiput-up/reproduce my name, address, photo & details of the “purpase”, for which such assistance is requestedigranted, through any
miadium, including bul nat limiied 1o verbal, print, electronic, for soliciting denations for Koshika Foundation andior disseminating information aboul it's
solivitiesfachiovements. Such use of my photo & details can be made by Koshika Foundation before or after my ireatment or fulfiment of the “purposs”
for which assisiapoe |s being requesied.

2) | {Applicant) furthar sgrea that say-such use of my name, address, photo & details of the “purpose”, for which such assistance | requestod/gronled,
will not sutomatically entile me Tor receiving or continuing the said assistance. The decision for granting andéor continuing the assistance wil rest-solely
with the Trustees of Koshlka Foundation, and thelr decision Is this regard will be final and accepiable o me,
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AGREEMENT by HOSPITAL (T&@H &7 F01)

By affixing hereunder, signalure of our Authorised Signatory for recommeanding this casepatiznl for linancial assistance from Keshika Foundsfion, wa
(Haspital) hereby affirm & accapt following;

1) that we nedther are presently nar will in future svail of nancial assistancs from snother NGO or any othar source, Tar (e same patenttase, 8 we dre
refuesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance (& not granted
by Kashika Foundation, in parf or in full, then the Hospital reserves i's right to make up the shortfall from another NGO or any other source. This
confitmation essenilally states that the Hospital will not avall any duplicate assistance for the same pafient/case from any other NGO or any aiher souro,
2) The assistance from Koshika Foundation (g only fnancial in nature. The choice of he restmant/procedure advised/conducted by the Hospilal an the
patiend, is based on the arangement betwesn the patient & the Hospital, and |s In no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete respongibility of the treatment & it's outcoma & safely of tha patient, and Koshika Foundation will have no role o responsiailly
I tha matter
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