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DEGLARATION by APPLICANT: $THTSF Tm seon T
1}1 hereby confirm Ihat all detalls in this Form are True to the best of my knowledge. Any false slatement will render my Appleation & ongoing assistance, if any,
liakle for rajectionicancellation.

23 | solemnly onfirm that assistance, if received from Koehlka Foundation, will ba used only for the “purpoas”, as stated in this Form, for which such assistance
was requesied by me.

33 | heraby confimn dhat | rave nod & will not in fatune, avail of reimbursement, in part or in full, from any other sourcatemplayerinswance company, of the amount
for which this assisiance is requested.
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1 By affixing my signalurs or thumb impression on this Form, | {Applicanl) heceby agrea & authorise Koshika Foundation and it's Trostaes to
use/publishiput-upfreproduce my name, addrass, photo & delalls of the "purpase”, for which such asslstance is requestad'granied, through any
mgelium, including bul et imiled 1a verbal, prini, electronls, fer saticling donallons for Keshia Foundalion gndfor dissaminating information abaul it's
acilvliestachievernents. Such use of my pholo & detalls can be made by Koshika Faundation belore of afler my treatment or fulfilment of the *purposs’
for whigh asslstance is being requested.

Z} | [Applicant) fuiher agrae that any such usa of my name, addrase, pholo & detalls of Ihe “purpesa”, Tor which such sesislance iz ragquastedigranted,
will Mot automatcaliy entille me for receiving or continuing the said assistance. The decision for granting andfor continuing the assistance will rast salely
with the Trustees of Koshika Foundation, and their decision is ks regard will be fAinel and acceptabie o ma.
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AGREEMENT by MDSPITAL (#0050 SR}

By affixing hergundar, signature of our Authorisad Signatory for recommending this cass/pationt for financisl asslstanes from Koshika Foundation, wa
(Hospital) hereby affirm & accept following:

1) that we neither are prasently nor will in future avall of financisl sssistance from snother NGO or any other source, for the same palienticase, as we ere
requesting to get from Koshiks Foundalion, to the exient (hat such assistance is granied by Koshika Foundation. If the requested assistance i not granied
by Kashika Foundation, i part or in full, then the Hospital reserves it's right 1o maks up tha shortfall from anather NGO or any other source. This
confirmation essentialy states that the Hospital will not avall any duplicsts sssistance for the same patlenticaze from any other WG ar any other source.
2} The assistance from Koshika Foundation is only financial in nature. The choice of the ireatment/procedure advised/conducied by the Hospilal on tha
palkent, s based an the arangamanl betwaen e petlent & the Hospital, and is in ne way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complele responsibility of the trastmenl & it's outoome & safsty of the patent, and Koshikn Foundation will have o role or responsibuity
in the mattar.
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