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DECLARATION by APPLICANT: SMTF 57 S wi:

1} | hateby confirn hal all dotdds In this Farm are Truo Lo the best of my knowledge. Any false stalomant will render my Application & angoing oasistance, If any
lizble for rejectionfcanceilation

2} | solemnly confirm that assistance, If received from Koshika Foundation, will be used only for the “purpose”, as statied (n this Form, lor which such sasistance
was requasied by me.

3} | hesratyy confirm that | have not & will not in fulure, ovall of reimbursamaent, in par of in full, from sty other souros’employerinsurancs company, of tha amount
tor whilch this assisiance & requesied.
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1) By affiing my signalure or thumb impression on this Form, | {Applicant] hereby agree & authorise Koshiks Foundation and il's Trusloos io
uselpublishiput-upireproduce my nama, address, pholo & detalls of the "purpose”, for which such asslstance |s requested/granted, through any
mgdium, including bul not limited (o verbal, print, skecironilg, for soliciling donstions for Koshika Foundation and/or disseminating information about it's

pctvitios/achivemenis. Such use of my pholo & dotalls can bo mada by Koshika Foundation bafore or aller my troatment or fulfiiment of the “purpose”
for which assistance is being requesiod.

2 | (Applicant) furthar agrea thal any such usa of my nama, sddrosa, photo & datalls of the “purpose”, for which such assistance i requestadigranted,
will not automatcally antite me for receiving or continuing the sald assistance. The decision for granting and‘or continuing the assstance will rest solely
with the Trusiess of Koshika Foupdastion, and their declsion ks ihl regard will b final and acceptable 1o me
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AGREEMENT by HOBPITAL (wmmm po %)
By affining hereunder, signature of our Authonsed Signatory for recommaniding this case/pation! for firancial assistance from Koshikn Foundalion. we
{Hospital) heretry affirm & accept following:
1) that wa naither are presanily nor will in future avall of finsntial asslstance from angther NGO ar any ather sourca, for (he same patient/case, a8 wo ans
requesting (o gl from Koshika Foundation, 1o the extent ihat such assistance is granied by Koshika Foundation. If the requested assistance ks nol granted
by Koshia Foundation, in part or in full, then the Hoapital reserves it's fght 1o make up the shortfall from anather NGO or any othes source. This

confirmation essantially states that the Hospiml will not avall any duplicate sssisiance lor the same patient/case from any othaer NGO or any other source
2) The pssistance from Koshika Foundation is anly financinl in nature. Tha chalce of the reaimentfprocedure adwisediconducted by he Hospital on the

patenl, @ bassd on he arrangement betwesn the patlent & the Hosplial, and s in no way Influenced by Koshike Foundatlon. Hence, the Hospltal will

agsume sole & compiste responsibiiity of the treatment & I's culcome & sofety of the patient, and Koshike Foundation will have no role or responsibliity
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