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DECLARATION by APPLICANT: i g1 Wy wv:

1) 1 haratry confiem thad all detals in thim Form ane Troe to the bes of my knowledge. Aoy leise statement will render my Application & ongoing asskstance. i sy,
lighl for regechion/canceialion.

7] 1 salwmnly confirm Fat assistance, F recesved from Koghike Foundation, will be used only for the “purpose”. as statod in this Fom, lor which such assistance
was requesiod by me.

3) | rerotry confirm that | hawve not & will not in future, avail of reimbursement, in part of i full, from any othed soucelemployeninEurance company, of the aimoont
for which tus pssslance & reguesisd
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AGREEMENT by APPLICANT (3mies 0 wat)

1) By afaing my signature or thumb impression on this Form, | (Applcant) hereby agree & auihorise Moshika Foundation snd ifs Trusives 1o
usepublishipul-up/reproduce my name, sddress, photo & detsds of the “purpose”, for which such sssistance is requestadigrantsd, through any
medum, mcludng bat not imied 1o verbal, print, alactronic, for soliciiing donations kr Koshika Foundation andfor disseminaling informiation about it's
activitles/achievements. Such use of my phoio & details can be made by Koshika Foundation before or afier my treatment or fulfiiment of the “purpose”
for which sssistance is being requesied.

2} 1 (Applicant) further agnee that any such use of my name, addrass, photo & detalls of the “purpose”, Tor which such assistance i requestod/granind,
will nail sutomatically entitie me for recelving of continuing the sald assistance. The decision lor granling and/er continuing tha sssisisnce will resl solaly
with the Trugless of Koshiia Foundafion, and their decleion s this regard will be final and acceptable to me
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S AGREEMENT by HOSPITAL (¥wm T %07)

By affiuing hereunder, signalure of our Authorised Signatory for recommanding this case/patient for finandal assistance from Koshilks Foundation, we

| Hoapital) herety affierm & scoept following:

1) that we nalther are presently nor will in fulre avall of financial sssisisnce from another NGO or any other source, for the same patienlcase, as we are
raquasting o gel from Koshika Foundation, 1o e axtont thal such sssistance i granted by Koshiics Foundation. Il the requssied assislance is nol granted
by Koshika Foundation, in part or in full, then the Hospital resarves it's right to make up the shortfall from another NGO er any other source. This
confiemnation etsaentially slales that the Hoapitsl will nol avall any duplicate sssistance for the sama patientcase from any other NGO or any other source
2) Tha ensigiance from Koshika Foundation is only financial in nature. The choice of the treatment/procedurs advised/conducted by the Hospital on the
patient, is based on the srangement botwesn the patisn & tha Hoapilal, and s in no way influsnced by Konhiks Foundation. Hanoe, the Hoapital wl
sssume sale & complele responsibiity of the treatment & it's outcoms & safedy of the patient, and Koshiks Foundation will have ne role o responsitsilty

in the matter,
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