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DECLARATION by APPLICANT. ®ST¥ TW WiWs 71;
1) | hereby confiern that sl detads in this Form are True to the best of my knowledge. Any lalse statemant will render my Application & ongoing sssistance, if arry,
limbie for rejecton/canceilation.

71 | slsmndy confirm hat sssistance, f received from Koshiks Foundation, will be used only for the “purpose”. ns staled in this Form, for which such nessstancs
was requesied by e

3] | hawnby confirm that | hawe not & will not in future, @val of reimbursement, in par o in full, from any other source/smployerinsurance company. of he amount
for which this assistance s reuissted
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AGREEMENT by APPLICANT (saae®% D0 %17)

1) By affiming my signature or thumb impression on this Form, | (Applicant) hersby agree & suthorise Koshika Foundation and i's Trusiees io
usapublishiput-up/reproduce my name, addross. phato B dotads of the purpose”, Tor which such assistance is requesled'granted, theough any
medeum, ncluding but not fimited to verbal, print, electronic, for soliciing donations for Koshika Foundation andior disseminating information about it's
noivitiosiachievaments. Sech use of my pholo & detalls can be made by Koshika Foundation belore or after my tresiment or fulfiiment of ihe “purpose”
for which assistance is being requested.

2) 1 (Apphcant) furiher agree that any such use of my neme, address, photo & detalls of the “purpose”, for which such assitance s requesied/granted,
will mat automatically entithe me for receiving or conbinuing the said assistance. The decision for granting andlor continuing the assistance will rest solely
with tha Trustess of Koshika Foundation, and their decision is this regard will ba final snd sccepiable to me.
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AGREEMENT by HOSPITAL (yemwe g )

By affixing horeunder, signaiure of our Authorsed Signatory for recommending his case’patiant for financial assistance from Koshika Foundation, we
|Hospital) hersty affirm & accepl lollowing:

1) il we neither are presently nar will in fulure aveil of fnancial assistance from analher NGO or sny oiher source, for the same patient'case, s we ofe
requesting o gat lrom Koshika Foundalion, 1o the sxtent that such assistance is granted by Koshika Foundation. If ihe requested assistance is not granied
by Kouhia Foundation, m part o in full, ther the Hospital reserves i1 right to make up the shorifall from another NGO or any other source, This
confirmation essentially stales that the Hospital will nol avall any duplicats assistance lor the same petient/case from any other NGO or 2ny ofher source.
2) The asaistance rom Koshika Foundation is only financial in natisre. Tha choica of the treatment/procedurs advised/conductad by the Hoapdal on tha
pat=n|, s basad on the srrangement betwean the patiant & the Hospital, and is in no way influsnted by Koshika Foundation. Hence, the Hospital will
sssyme sole & complete reaponaibiity of the treatment & it's outoomas & safety of the patient, end Koshika Foundation will have no role or responaibility
in the matier,
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