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DECLARATION by AFPLICANT. MMT® B Sireen T3

11| heraby confirm that all details in this Form are Trug o 1he best of my knowledge, Any false stalement will render my Application & ongming assistance, if any
linkla far refectonieanceliation,

21| sobamnly confimm that assislance, if received fom Koshlke Foundation, will be used only for the “purpose”, as stated in this Farm. for which such assislance

was requestad by me.

) | hereby confirm that | have nol & will nat in futura, avait of reimbursement, i part of in full, from any other soyrcofamployarfinsurance company, of ke amount

fow which this ssistance is requasted.
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AGREEMENT hy APPLICANT (it TM )

1} By affixing my signatura of thumb impressien on this Form, | {&pplicant} hereby agres & aulhorise Koshike Foundstion and it's Trustees to
uselpublishiput-upfreproduce my nama, addrass, photo & details of the “purpose”, for which such assistanca iz roquestedigranted, through any
medium, ingluding but not imited 1o verbal, print, electranic, far solisiting donations for Koshiks Fourd atlon amdfor dizseminating infarmaton about it's
activitiestachievements. Such usa of my phale & details can be mada by Koshika Foundafien befare or afler my reatment or Fulfilrrnt of the "purpose”
for which assistance is balng requested.

2] 1 {Applicant) lunher agres that any such use ol my name. address, pheto & delails of the *purpos4”, for which such assislance is requagledigrantad,
will nat aulomatically entille me for raceiving or conlinuing the sald assistance. The desision for granting andfor continuing the assistands will rest solely
with the Truslees of Kpehika Foundation, and their dacision is 1his reqard will be final and acceptable (o mea.
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AGREEMENT by HOSPITAL {wormms AT 0}

By aixing hereunder, signature of aur Authorisad Signatory for recarmmending this caze/patient for financial zssigtance fram Koshika Foundation, we
[Hospltal) hereby 3fim & accept followindg:

1} thal we neither are presently no will in future aveil of financial assistanca from anether NGO o any ¢ther source, for the same patientivase. as wa ara
raquesting to gel Irom Koshika Foundation, 1o tha saient thal 3uch assistanca ls granted by Koshika Foundation. If the requested assislance is nol granted
by Hoshika Foundation, in part o¢ in full, then the Hospital reserves it's ighl ko make Lp the shortfall from znoether NGO or any other source. This
canfirmation ezzantially stetes Ihal the Hosgital wiil net avall any duplicale =assistance for the same patlenticase from any olher NG or any other source
2} The assistance from Koshika Foundation is only financial in nature. Tha choice of the treatment/procedure advisediconducted by the Hospital on the
patienl, Iz bazed on lhe arrangemant betwean tha patient & the Hospital, and is in no way Influsnced by Koshika Foundatlon Hence, the Hospital will
assurme sole & complete responsibility of the trealmenl & it's ulcome & gafaty of the patient, snd Kashlka Foundation will have no rate or rasponsibility
in the matter,
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