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DECLARATION by APPLICANT. STH== T S

1) | heraby confirm Ihat all detalls in this Form ar: True lo the besl of my knowledge. Any false stalement will rander my Application & ongoing assistance, if &y,
liabie for rejection/canceliation.

2) | solamnly eonfirm that assisiance, if recelved from Koshika Foundation, will be used ool for the “purpose”, as stated In this Famm, for which such assistance
wat regueslad by me.

3) | heraby confiem thal | kave nol & will nat in fidsrs, 2vad of eimbursemant, in pant o inhull, from any other sourcefemployeninsurance company, of the ameount
for which this azsistance s reguzsted. :
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AGREEMENT by APPLICANT (smiae Z0 =17)

1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & suthorise Koshika Feundation and (s Truslees s
uselpublishfoul-upireproduce my name, addrass, phioto & detalls of the “purpose’, for which suh assislance is requested/granted, rough any
madium, including but not limited 1o varss), print, electronic, for solicifing donatlons for Koshika Foundstion andlor disseminating information about it's

activitles/sohievements. Such use of my photo & detalis can br mada by Koshiks Foundstion befoe o after oy treatment or fullilment of the "purpoze”
forwhich assistance is bsing requesisd,

2} | (Applicant) hurther agrea that any such use of my namé, sddress, pholo & details of the “purpose”, Tor which such assistance ia requested/granted,
will not automatically enlitle me for recaiving or continuing Ihe said sssistante. The decision for granling ardior continulng the desistance will rest solaly
with the Truslzes of Koshiks Foundalion, and their decisian ls this regard will ba final and acceptable 1o me.
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AGREEMENT by HOSPITAL (s Tm =)
By affixing hereunder, signolure of our Authonsad Signatory for recammending this saseipatiznt for inancial assistance from Koshika Foundalion, we
{Hospital) hereby sffirm & accept following:
1) that we nelther are prasanily nor will in future svail of finsncisl sssistance frem anotaer NG d any othar source, Tor the same patient’case, as we are
requesting to getfrom Koshika Foundation, 1o the extent that such sssistancs is granted by Koshika Foundation If the requested agsistance is not granted
by Keshika Foundstion, in part.ar ia full, then the Hesgilal ressrves iV's Hight to make up the shortfall from another NGO or any other saures, This
canfirmation essentially states thal he Hospital wil not avail amy duplicale sasistance for the ssme patisnticazs from any oter NGO or any ofhar sourcs,
2} The gssiatance from Koshika Foundalion is only financisd i nature, The cholce of the traalment/procadure advissdioondusted by the-Hospital on the
patiant, |5 based on tha arengement between the patient & the Hospltal, and is In no way influsnced by Koshika Foundation. Hance, the Hospital will

as=ums sole & complete responsibiity of the restment & 1Es oulcome & safoty of ihe paetient, and Koshiks Foundation will have no rls o regpansibliity
in the matier,
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