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DECLARATION by APPLICANT: STi® o0 Wiem &:

1) | heteby corfirm that all datails in s Form are True to the best of my imowledge. Any talse stalamant wifl render my Applization & engoing assistance, i any,
liable for rejectionicancellation,

2} bsglemnly corfirm that assistance, i recelved trom Koshika Foundation, will be used only Tor the "purpose”, 25 sialed i this Form, for which such assistance

was requesied by mg

3Y 1 hersby confirm that | havs nat & will notin future, avall of reimbursement, in part of in full, from any offver sourcalemployerinsurante companty, al the amounl

lar which this: gssistance i5 requasiad
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AGREEMENT by APPLICANT | wms gl =70}

1) By affixing my signature ar thumb Impression on this Form), | (Applicant) hereby agree & aulhorise Koshiks Foundation and it's Trustees to
uee/publishipul-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance i= requestedigrantad, through any
medim, incleding but nat limited to verbal, print, elsctronic, for soliciling donations far Kashika Faundation andior disseminating informaltion about It's
aclivities/achisvemeants. Such use of my pholo & detalls can bz made by Koshika Foundation before or after my treatmant er fulfimant of iha "purpose”
far which assislance Is being requeslad

21 | tApplicant) furthar agree that any such use of my name, address: photo & detalls of the “purpose’, for which such assistance |s requasted/granted,
will ml automafically entitle ma for recelving or conlinling the said azsistance. Tha decision for granting and/or continuing the assistence will rast solaly
with tke Trusises of Koohika Foundation, and thairdeoision is this regard will be final 3nd acoepiabie 1o me.
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By afflxing hareunder, signaturs of our Authorised Sigratory for recommending this casalpalient for fmancisl assistance from Koshika Foundation, we
{rhaspltal) hereby affirm & accapt follawing:

1) that we naither are presently nor will in future avail of financial assistance from anclher ME0 or 2ny other source, for the same patient'case, 55 we are
fequesting 19 gel from Koshikz Foundation, to the extent that such assistance s granted by Koshila Foundation. If the requested assislasce is nol granted
by Koshika Foundstion, In part arin full, then the Hospital reserves I's right to make up the shorfall fram ancther NGO or any other source, This
coffimnation essankally siates thal (he Hospital will nol avesl any duplicats assistance for the =ame patient/zass from any othar NGO or any athor salres.
2) The assistance from Koshlka Foundation Is only financial in nature. The choice of the trealment/procedurs advisediconducted by the Hosgital on the
patiant, is based on the arangamant belween fhe patient & the Hospital, and i in no way influgncad by Koshika Foundation, Henca, the Hospligl will
Iaxz_llm'le sofe & complete respensibiity of the ireatment & iI's oulcome & satety of the patient, and Keshika Foundation witl have no role or responsibility

in the matter.
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