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DECLARATION by APPLICANT: STHEW FTT Srvem w:

13 | hereby conlirm that all detaits in this Form are True 1o the best of my kncwiedge, Any false stalement will render my Application & ongoing assistance, if any,
lighly fet rejectiorcancalation.

23 | solemnly confinm that assisiance, if received from Kashika Foundation, will be usad only for the "purpose”, as slated in this Form, Tor which seeh assistance

was raquested by me.

3 | hargby confinm that | have not & will nalin future, avail of relmbursament, in par o in full, from any other sowrcalemployerinsurance company, of the amounl

for which this assistance is requested
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AGREEMENT Dy APPLICANT {sgire E0 &1

1) By affxing my signaturs or thumb impresslon ¢n this Form, | {Applicanl) heteby agres & aulhorise Koshika Foungation and if's Trusiees o
usefpublishipul-upiraproduce my name, address, pholo & delails of the "purpasa”, For wiich such asslstance [e requestedigranied, Ihrough any
medium, ingluding tul nol limited la werbal, prinl, electronic, for seliching donalions for Koshika Foundatlon andfo disseminating Infarmation aboul ir's
acliviiestachlevements. Such use of my phala & details can be mads by Koshika Foundation belore o7 afler my treatment of Llfilmant of the *purpose’
for which assistance i3 being requested.

23| (Applicant) further agree that any such use of my nama, addrass, pholo & delails of Ihe "purpoza”, for which sugh assislance is requestedigranted,
will ol automatically entile me for receiving or conlinulng the sald assistance, The declslon fer granting andlor continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their declsion iz this regard will be final and acceptabla o me.
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AGREEMENT by HOSFITAL (Wi T F70)

By afiixing hereunder, signalure of cur Authorised Signalory for recommanding this case/patient for financial assislance from Koshika Foundation, we
{Hospital) hereby affirm & sccept following;

1) hal we nefther are presently not will in fulure aveil of financial assistance from snother NGO or any other scurce, for the same patienticase, as we are
requesting to get from Koshika Foundation, (o the extent thal such assistance is granied by Koshika Foundation, I the requested assisiance |8 nol granted
by Koshika Frandation, 1 part of in full, then the Hospital reserves It's right to make up tha shortfall from anothet NGO of any other source. This
confirmation essentially states thal tha Hospital will not avall any duplicate assistance for the same patientcase from any ofher NGO or any ol source
%) The azsistance from Koshika Foundation is only financial in nalure. The chaios of the tresiment/procedure sdvisediconducied by the Hoapital on M
patlent, Is basad on the arangement batwasn the patisnt & Ihe Hospitel, and is In no way influenced by Koshika Foundalion. Hence, Ihg Hospital will
assume sgke & complete respensibility of the Ueatment & it oulcoms & sataty of the palient, and Keshike Foundation will hava na role or responaibiily

in the matter.
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