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DECLARATION by APPLICANT: S G Wiwm T

1) | hewreby confitn that 2l dataiks in this Form &re True 1o ine bost of my knowiodge Any fatse statemant will rences my Applicaion & ongoing assistance, i any,
liable for resmction/canceilibon

2) 1 solennly confirm (hal assistance, 1 recalved Irdm Koahika Foundstion, will be usad only for the "purposs”, a5 statsd in This Form. for which such assistance

was requestnd by me

1) | heraby confemn that | have not & will not in Tutura, avall of reimbursemant, in part af in full, from eny other sourceismployerinauranca comparny, of the amotint
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AGREEMENT by APPLICANT { 7% 2 %)

1] By affiuing my signature o humb Impression on this Form, | (Applicant) hareby agree & authoriss Koshika Foundation and i's Trustees 1o
use/putidsh/pul-upiteptodiios my name, addess. photo & detalls of the “purpese” lor which such assistance |s requestedigranted, through any
medidm; including but not limited ta verbal, prinl, slectronic, for soliciing donations for Koghika Foundation andfor disseminating information about U's
activitiesipehipvements. Such use of my photo & detalls cen be made by Koshika Foundation before or afier my tretment or fulfiiment of the “purpese”
hie which assisliangs is Deing requested

2) | [Applicant) lurihes agree that any such e of my name, pddress, phato & datails of the “purpose”. for which such essistance s requirslod/granied,
will nat aulpmabcally snlitle me-for recesving o contimuing the said assistance. Tha docision for grmnting andior continuing the assistance will rest soioly
with the Trustees of Koshika Foundation, and their decision is thls regard will be fnel and scceplible to me
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AGREEMENT by HOSPTTAL (wsamm [0 %n )

By allining hecmutdar. sgnelure of our Authorised Sgratary Tor recommeanding Ints case/patient for financial assistance lrom Koshika Foundation, we
{Hobpiial) homby affirm & accept following:

1) thaat we nelihar are presently nor will in future avail of fihanchal asshitince from anather NGO or any other source, lor the same patkent/case, as we kre
roguesting to got fam Moshiks Foundation, to the extent that such assismnce ks granted by Koshika Foundation. If the requiested assistince is nol grantsd
by Koshike Foundation, in part or in full] then the Hospital reserves (s night to make up the shortfall from another NGO or any oiher source. This
confirmation essantially states thal the Hospital will not aveil any duplicate stsistunce for the sames patentcase from any other NGO or any othat source
2) Tha assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospilal on the
patient, s based on the arrsngement betwean the patient & the Hospital, and ks in ne way Inflvenced by Koshlka Foundation. Hence, the Hospltal will
sssime sola & completn responsibility of the trestment & iUs cutcome & safety of the patient. and Koshika Foundation will have no rile or responsibility
in the matler
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