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DECLARATION by APFLICANT: &=+ g0 = 7a:

1} 1 hereby confirm thal all details In this Foem arg Troe 1o the besl of my knowiedge, Any Falze slatement will render my Application & cngoing assistanca, il any,
liakle far rejectionicandcs|lation.

2}1 solemily confirm thal assistance, if received from Koshika Foundation, will be used only for the "purpnze”, as slaled in this Fiarrm, for which such assistance

was requested by me,

2} | ety conliem that | have rot & will nod in fature, avail of reimbursement, in par or In lull, from any othed saurcalsmployerinsurance company, of the amount

for which this assistance ig requested.
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AGREEMENT by APFLICANT { s BTG

1] By affixing my signature or thumb impresslon an this Form, | {Applicant] hereby agres & autharlse Kpshika Foundation and it's Truostees 1o
usalpublishiput-upireproduce my name, address, photo & detaits of the “purpirsa”, Tor which such assistance & requestedfgranted, through any
madium, including bul not limited ko vertal, print, slectronic, for seliciting denations for Koshika Foundallon andfor disseminaling infprmatlan about s
acliyjlies/achievemants. Such use of my pholo & delails can be mada by Koshika Foundation balore of afler my treatmenl o fullilmant of the “purpose”
for whigh assistance is being regquestdd.

2y | [Applicant) furher agrea thal any such use of my name, address, pholo & datalls of the *purpega”, for which such assistance is requegladigrantad,
will not autematically entille me far recehving or continuing the paid assistance. The decisicn for granting andior eontinuing the assistancs wil rest soialy
wilh Iha Trusteas of ¥oshika Foundation, and their decision i5 this ragard will ba final and acceplable to ma.
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AGREEMENT by HOSPITAL (resmmm g FTH)

By alfixing hergurer, signature of our Aulharised Signatory for recommerding this caselpatient for financial azsistance from Koshika Faungation, we
{Hospital) hereby affirm & sccept folkowing:

1) that we neither are presaptly nor will in future syl of financisl assisance from angther N3O or any othar source, for the same pationticase, a3 we are
requatting i gel from Koshika Foundation, 1o the extent thet such assistanca |5 granted by Koshike Foundatien. If the requesied assislance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves if's right o make up the shortfall from another NGO ar any other scurce. This
eonfimmation easenlially states thal (he Hospitsl will not avail any duglicate assistance for the same patlenticase from any giher NGO or any olher source.
21 The assistance from Koshika Foundation |s only financial in nalure, The choice of the trealment/procedure advisediconducled by the Hospilal on the
patient, s based on the amangemant betwesn the patient & the Hospltal, and is In no way Inlluencad by Koshike Fowndatlen. Hance, the Hozpital will
pasume sole & complete fenponsitility of the treatment & s culcomas & safoly of the patient, gnd Koshika Foundation will have ng rola or responsibiliby
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