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DECLARATION by APPLICANT, = grm siewn aw;

11| hereby confirm that all details In this Form are True o the best of my knowledge. Any false stalsment will rencder my Applicatien & pnguing assistance, if any
ligble Tar rejectoricancalation.

23 | sptemnly confinm that assislanca. if received from Koghika Fourndaticn, will ba used only for the "purpose”, as staled In this Form. for which such assisiance

was requested by me

3} | haraty confimm that | have not & will not in future, avail of reimbursement, in parl ar in full, from any olher sourea’amployeninsu-anca company of the amaurl

for which 1his assislance is reguested
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AGRECMENT by APPLICANT { mpims BT +11)

1} Gy affixing my signature ar thumb impression on this Fom, 4 {Appllcant) hereby agree & authorise Koshika Foundation and it's Trystoes 1o
usaipublishiput-upirepreduce my name, sddress, pholo & delails of the "purpose”, for which such assistanca |8 requestedigrantad, through any
medium, Including Bul nol limiled to verbal, prinl, slectronic, for golciting donations for Koshika Foundalion andfor dizseminaling informalion about 1's
achylfiesfachievements. Such use of my phala & details can be made by Koshika Foundation befara ar altar my treatment ar fulfiiment of the “purgase”
far which gasislance is being requested.

21 1 {Applicanty lurther agree that any such use of my nama, address, pholo & datalis of Iha “purpoze”, for which such assizlance is requestadigranted,
will nol autematically entifle me for receiving of continuing the said assistanca. The decision for granting andfar continuing the essistance will rast solely
with 1he Trugtees of Koshika Foundation, and their decision is this regard will be finad and accaplable to me.
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L AGREEMENT by HOSPITAL (WEmRY T +0}

By aMfixing hareunder, sigrature of aur Authorsed Signatery for recommending Lhis case/paliznt for fnancial assigiancg fram Koshika Foundation, we
{Hospital) hersby affrm & sccepl foflowing:

1} that we nelther are presenty nor will in future avail of financial assislance from anothar NGO or any other sourca, Tor the same patientcase, 85 we afe
reguasing Lo get from Koshika Foundation, to the exlent thal such assislance |s grantad by Koshika Foundation. If the requesied assisiance s not graniad
by Koshika Foundation, in pant or in full, then the Hospital resenves iUs fight 1o makn up the shorifall from ancther NGO or any othar source. This
confirmation essentially states that the Hospital will not avell any duplicate assisiance lor the same patienticase from any other NGO or any other sowce
2] The assistance from Koshi&a Foundation is only financial in nature The choice of the treatmenliprocedure advisediconducted by the Hospital on the
palient, s based on the srrangemant between the patiant & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibiity of the ireatment & I's oulcome & safely of the patient, and Woshila Foundation will have no role o responsibiity
in the matler.
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