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DECLARATION by APPLICANT: Y% BT ¥iTm TT:

1}1 hereby confirm thal all details In s Form are Tree Lo the best of my knowledage. Any lalsa slatement will render my Applicalion & engoing assistance, iFany,
liable for reiectionfcancedlation,

211 sclemnly confinm thel esslstance, il raceived from Koshiks Foundaten, will be usad only for the "purpose”, as statad in this Form, for which such assistance

was requesied by me.

3} 1 hereby cefirm thal T have not & will vl in future, 2vail of reimbursemeant, inpar or in Tull, Tram any other sourcefamployedinsurance company, of the amount
for which this asskstancs |5 requested.
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AGREEMENT by APPLICANT (597H & 990

1} By affizing my signalurg or thumb Impression on this Form, | fAppllcant) hereby agree & putharise Koshlka Foundation and it's Trustees lo
use/publishipul-upfreproduce my name, address, phate & delails of the “purpase”. for which such assistance is requesied/goantad, thraugh any
medium, ingluding bul not imited te verbal, prind, elecirenic, for seliciling danallens for Koshika Foundalion anddfer diseeminaling information about il's
acllvities'achlevements. Such usa of my photo & detai's cen e rmade by Koshika Foundation belorg or aftar my trealmenl or lwifiiment of the “purpose”
lor which aasistence is halng requesled.

2} | {Applicant) furthar agree that any such Wse of my nama, address, pholy & deatalls of the *purpose”, for which such assistancs ig requasledigranied,
wlll not automatically enlitls me for receiving or continuing the said assistanca. Tha decision for grenting ardfor continulng the assislance will rasl aMely
wilh the Trustees of Kpshika Foundation, and their ¢ecision Is this ragard will be final end accoplable 1o ma.
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AGREEMENT by HOSPITAL (Feme @a W)

By aflizing hereunder, signature of our Authvised Signalory for recommending Ihis cazefpalient for financial aseistance from Koshika Foundation, we
{Haspital) hareby alfirm & accepl [ollowlng:

13 thet we neilher arg prezentty nor wilk in fulure avall of inanclal assistance from aroter NGO or any ofher source, lor the seme pabenticass. as we are
requasting Lo gel from Koshika Foundation, 1o the extent that such assistance is granted by Koahda Feoundation. Il the requested assistance in not granted
by Keshika Feundation, in part or in full, than the Hospital reserves i0s fght 1o maks up the shortfall from ancsher NGO or any olher sodrce This
confirmation essentially slates (hal the Hoapital wil nal avall any duplicate assistance for (ha same patient/case from any other NGD o ary othar source
2} The assislance from Koshika Foundalion is only financial in nature, The chaice of the ireatment/procedun advisediconducted by the Haspital an the
palient, iz based on the arrangement between the patient & 1he Hospital, and is in no way influanced by Koshiks Foundation. Henca, the Hospital will
assume sole & complels responsibllity of the reatment & iUs outtome & salety of the pabent. snd Koshika Foundation will have no role of responsibifity
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