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DECLARATION by APPLICANT: TS B 9T 7H:

1} | hevreby conlim that all datalls n this Fom are T 1o the best of my knowledge, Any false statement will render my Application & gngeng assistance, i any,
liakla for rejectionfcancelbalion.

Z) | salemnly confirm Ihat assistance, if received from Kashika Feundation, will be used only for the purpose’, as slated in lhis Form, for which such assistanca
wirs requesiad by me.

33 | hereby confinn Ihet | have mot & will nol in Rature, avail of reimbursement, in par orin full, from any other sourealsmplayerinzurance company, of the amaunt
far which this assistence is requested.
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1] By affixing my signature or lhumb impression on this Farm, | [Applleant) haraby agraes & authorlse Koshika Foundalion ared 1% Trustees io
usa/publishpul-updreproduce my name, address, phala & detals of lhe "purposa”, for which such asslslance is raquestadigrantad, threugh any
madium, including bul not mited to verbat, prinl, glectrenic, far solleiting denatlons for Koshika Foundation andfer disseminating informalion about ils
aclivilies'achlevements. Such use of my phata & details can be madoe by Koshika Foundalion before or afler my reatment or Tulfilment of the *purpase’
for which sssistance is being requasted.

21 liApplicant) furfther 2gfee that any such use of my name. adoress. phote & delails of the “purpose”, for which such agslstance 1s rgouesiadigranted,

will nél aviomatically emilte me for receiving or condinuing the said assistance, The decision for grenting andipr cemtlnulng the sssistance will resl solely
with the Trustees of Koshika Foundation, and their decigion is this regard will be final and accepiable 19 me,
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AGREEMENT by HOSPITAL (YR &M 0]
By aflixing hereunder, signature of our Authoriecd Signatory for recommending this msefpatient for inancial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:
1) that wa resither are presently nor will in future avail of inancial assisiance fom anolher NGTHor any otfer souwrce, Tor e same palienticase, as we ada
mequissting t git from Koshika Foundatlon, to the exlen! (bl such ssuistensa is granted Ty Keshikes Foundation, It e requesled assistance is not granted
by Koshika Foundation, in par or in full, then the Hospitel reserves (U gt to meks up tha shortfal from another GO o any other source. This
corfirmation sssentally states that the Hospital will net svall sty duplonts assistance for the same patienticaze from any olhar NGC er any other source
2] The assistance from Koshika Foundation js only fnancial in nature. The cholcs of the treatmentiprocedura advisediconducled by the Hogpital on the
patient, |8 based on the srangemen! batween iha paliant & the Hoapial, and is in no way Influsnced by Keshike Foundation. Hence, the Hospital will
assiime sok & complele respongibility of the ireatmant & If's outcome & salety of the patent, snd Koshlka Foundation wil have no rote or responsibility
in the matter.
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