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DECLARATION by APPLICANT: Si#sw S0 o Ta;

1) | hereby confirm that 2l detalis in this Form are True to the besi of my knowledge. Any false statement will render my Application & ongoirg sesistance, If any,
limta for rjection/cancaiiation.

2) | solemnly gonfirm fhat assistance, i received from Koshika Foundation, will be used only for fhe “purpoee”, as stated In this Form, for which such assistance
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3) | herelsy confirm that | have not & will not in future, avall of remburserment, in parl or in lull, frem any other saurce/employerfinsurancs company, of the amount
for which this assistance & requesied
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AGREEMENT by APPLICANT ( siats @i #41%)

1) By aflizing my signature or thumb impression on this Form, | (Applicant) hereby sgres & authorise Koshika Foundation and il's Trustees to
usalpublishipul-upireproduce my name, address, pholo & detalls of the “purpose”, for which such assistance |s requested/granted, through any
medium, Including but not limited la verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information aboul it's
activitiesfachigvemanis. Such use of my phato & details can be mada by Koshiks Foundation before or after my treatment o fulfilment of the “purposs”
for which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, photo & details of ihe "purpose”, for which such assistance s requesiedigranted,
will nat sutematically antithe me for recedving or continuing the said sssstance: The decision for granting and/er continuing the sssistance will rest solaly
with the Trustees of Koshika Foundation, and their decigion (s this regard wil be final and acceplable to me.
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AGREEMENT by HOSPITAL (weaa w0 50
By affing hereunder, signature of our Aulhorised Signalory for recommending this cass)patient lor financial assistance from Hoshika Foundalion, we
(Hospitat) ereby affirm & sccept following:
1) that we nedlher are presently nor will in future avail of financial aesistance from another NGO ar any ather seurce, for the same patient/case. as we are
requasting to gel from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation. |7 the requested assistancs is not granted
by Hoshius Foundatkon, In parl ar in full, then the Hospital reserves it's right lo make up the shorttal| from enother NGO or any olher source, This
confirmation essenliolly states that the Hospital will not avail any duplicate assistance for the sams patient'cass from any other NGO or sny other source
2} The assistance from Koshika Faundation is anly financial in nature, Thi choice of ihe trealment/procedute advised/conducted by ihe Hospital on [he
pabent, is kased on the prrangement between the patient & the Hospilal, and s in no way influencad by Koshika Foundation, Henca, the Hospital will

gssime soi@ & complete responsibility of the treatment & I8 outcome & safety of the patiant, and Koshika Foundation will have no role o responsibility
in the matier
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