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DECLARATION by APPLICANT: #iETF T W Tx;

1)1 hereby confirm Ihai all details in s Fom ae True te the best of my knowiedge. Any falze statement will veredar my Appication & angoing assistance, il any.
liable for rejectionécancellatian.

2 | selamnly confimm that assislance, if recaived from Koshika Foundatian, will be used only for Uhe "purpose”, @9 slated In this Form, for which sueh assistance

was raguasted by me,

31 | heralyy confim that | hera red & will not in future, avail of reimbursement, in part or in R, frewn any ather sourcelamployerlinsurance company, of Ihe amouny

for which this asslstarce 15 requested.
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AGREEMENT by APPLICANT {20 T #1R)

1§ By affixing my signature or thumb npresslan on this Foom, | {Applicant] hergby agresa & autharise Koshike Foundation and il's Trusiess to
uselpublish/pul-upireproduce my name, address, phote & details of the "purposa”, for which such assislance iz requesledigrantad, through eny
medium, ircluding but not imited 1a varbal, print, elactranie, Tor soliciting donations for Koshilka Foundation andfor disseminating information about i's
aclivilies'achievements. Such use of my phala & details can be made by Koshika Foundation before or after my treatment or fullilment &f the “purpoze”
Tar which assiglarce is being requesied.

21 | (Applicant funher agree that any such use of my name, addrass, photo & gatails of the “purpase”. far which such asslstance is requestedigraniod,
will ngl automatically entifke me for Feceiving or confiniing the said sssistance. The decision lor granling andfor conlinulng the assistance will resl solaly
with ihe Trustees of Koshika Foundation, and their declsicn is this regerd will ba bnal and acceptabla 1o me.
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AGREEMENT by HOSPITAL (g=riet EP1 F970)

By alixing hereurdar, signature af our Authorised Signalary for recommending Lhis caze/palient for financial assistance from Koshika Foundetion, we
{Hospital) hereby affiom & accepl toflowing:

1) that wa naiiher ars presently nor will in future avail of financial assistance from anolher NGO or any other sgurce, for the same patienticass, 83 we are
requestng to get from Koshika Foundation, to the extent thal such assistance Is granted by Koshika Foundation. If the requesled assislance i nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves ifs right 1o make up the shortfall from another NGO or any other source, This
confirmation essentially states thal the Hospltal will not avall any duplicste assistance for the same patieniicase from any other NGO of any oiher source
7] The assistance from Koshika Foundation is only financial in nature. The choice of ine lrealment/procadure advisadieonducted by the Hospital on the
patiant, s basad on the srangament betwesn the patient & the Hospétal, snd Is in no way influenced by Roshika Foundation. Hence, ihe Hospital wil

assume sols & complete responsibifity of the ireatment & #'s outcome & safaty of the patient, and Koshika Foundalion will have no roée or responsibility
irt he matter.
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