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DECLARATION by APPLICANT: STERw¥E TW Wmo we:

1) | heveby confirm that &l details in this Form are Tree fo tha best of my knowiadge. Any false statement will render my Applicafion & ongoing assistance, if any,
liable for resection/canceliation.

2} | solemnly confirm that assistance, If recaived from Koshika Foundation, will be used only for the "purpose”, a6 stated in this Form, for which such assistance

was requesied by me

3) | mereby confirm that | Bawe not & will not in future, avail of reimbursemant, in parl or in full, from any ather sourca/amploverinsurancs company, of (ha amount

far which this assistance 1 requesied
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1) By aMfixing my signatura or thumb impression on this Form, | (Applicant) hereby agres & suthonse Koshika Foundation and it's Trustess 1o

use/publeh/pul-upireproduce my nama, address, photo & details of the "purpose”, for which such assistance is requested/granted, thiough any

madium, incleding bul not imited to verbal, print, elactronic, for soliciting donations for Koshika Foundation and/or disseminating informaton sbout it's

aoiivities/achisvemants. Such use of my photo & defails can be made by Koshika Foundation before or after my treatment or fulfilment of the “purposs’
for which assisiance Is being requesied.

2) | (Applicant) furthar agree thal any such usa of my neme, addrass, photo & detalls of the “purposa”, far which such assistance s requested/granted,
will pot attomaticatly antitle me for recaiving or continuing the said assistance, The decision for granfing end/or continuing the aastatance will resl solsly
wilh the Trustess of Koshika Foundateon, and thelr decieion Is this regard will ba final and acceptable o me
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AGREEMENT by HOSPITAL (woeme §/0 0T)

By affining hersunder, signalure of our Authorsed Signatory for recommending this casa/patient for financial assistance from Koshike Foundation, we
{Hospital) herelry affirm & acoept lallowing:

1) that we naither ara presenily nor will in future avall of financial assistance from apothar NGO or any other sourca, Tor the same patient'case, as we are
raquesting o gal from Koshika Foundation, to the exlent that such assistance is granied by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part o In full, then the Hospital reserves it's right to meka up the shorfall from another NGO er any other source. This
confirmation sssantially states that te Hospital will not avall any duplicate agsistance for the same patienticase from any other NGO or any other source
2) The assistance from Koshika Foundation ks only fingncial in nature, The choice of Ihe reatimentiprocedurs advisediconductad by the Hospital on the
patient, is based on the amangament between the patient & the Hospital, and |s in no way Influenced by Koshika Foundation. Hence, the Hospital will
pssume sole & compiete responsibility of the freatmant & it's outcoma & safety of tha patiant, and Koshika Foundation will heve no role or respons:bility
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