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DECLARATION by APPLICANT: sToes Z1 <em 1;

1) | heraby conlirm that all details in this Fomn ase True 1o \he best of my knowledga. Any falsa statement will render my Agplication & engeing assistance, if amy,
liakle for mjactionfcancallatan.

2) | selemnly confirm Ihat assistance, H recelved fraom Koshika Foundation, will be used onty for the “purpase”, as staled in this Form, for which such assislance

was requestad by ma.

23 | hereby confirm Ihat | hawe not & will net in fulure, avail of reimbursermant, In part ar in full, from any other sourcefemployeringurance campany., of \he amount

far which this aasistence s equesisd.
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AGREEMENT by APPLICANT (st 710 &7}

1] By affixing my signgtura or humb impression on Ihis Form, § {Applicant) hereby agres & aulhorise Koshike Foundation and it's Trustees 1o
use/pukliish/put-upireproduce my neme, gddiess, phots & detalls of the *purpese”, lor which such assistance & raquestedfgranted, through any
medium, Including bul not limitad 1g varbal, prnt, eleclronic, for soliciling donallens for Kashika Foundalion andfor disseminaling intormation atout il's
acllviiestachievements, Such use of my photo & details can be made by Koshika Foundation belore o afer my treatmenl of fulfilmant of the “purpose”
lor which assistance is being requestad.

2} | [Applicant) further agree that any such use of my name, address, phala & detalts of the "purpose”, for which such assistance 15 requastedigrantad,
will not autematically entitle me for receiving or continuing the sald asslstance. The decision for granting andier contlnuing Ing assistance will rest solely
wilt 1he Trustees of Koshika Foundalion, ard their decisian ig this regard will be inal and scceptable to mg.
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AGREEMENT by HOSPITAL (EwwAm §MT 90

By alfining hareunder, signature of our Authorised Signatory for recommending this casadpationt for financial assistance from Koshika Foundation, we
[Hospital) hereby affinrm & accept following:

1] thal we naithar ara presently noc will in Juture avail of financie) assistance from andther NGO or any other source, for the same patient/case, 85 we are
requishng 1o gal Irem Koshika Foundalion, Lo the extenl thal such essistance i3 granted by Koshika Foundalion, f the requestod assistance is not granted
by Koshika Foundation, In par o tn Wll, then the Hospital reserves it's rdght 1o maka up the shortfall from another NGO or any other source, This
confirmation essentially states thet the Hospilal will not awail eny duplicale assislance fr the same patlonticase fram any alhor NGO of any other source
¢1 The asgistance from Kashika Foundation is only financial in nature. The chaice of the treatment/procedure advised‘conducted by the Hospilal on the
patiant, is based on he arangemant batwean the patlent & the Hospltal, and is in ne way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complele responsitility of the trealment & it's outcome & safely of the patient, and Koghika Foundalion will heve np role o responsibility

in the matter.
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