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DECLARATION by APPLICANT: SHTH B HiTm T

1}1 herehy confirm that ail detalls In is Form are True Lo the beasl of my knowdedga. Any false stalement will randar my Applicaticon & ongoing assistance, if any,
fiabde far rejecticnfcance lation,

211 salamnly carfirm thal asslstance, if received from Koshlka Foundation, will be used only for the Spurpase”, as staled in this Form, for which such assislance

was regquested by me.

3} | hereby confirm thal | have not & will nal in luture, avail of reimburgamen, in part ar in full, from any other sourcsiemployerinsurance company, of Ihe ameount

far which this assistance is requested.
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AGREEMENT by APPLICANT { 27w T &)

1) By affixing my signalure or thumb Imprassion an this Form, | {Applicant) hareby agres 8 authorize Koshika Foundalion 2nd I's Trusiees Lo
peedpubllsh/pui-upreproduce my name, address, photo & detaits of the “purpose™, for which such assrstanca s requestedigranied, Ihrough any
madium, including but mot limitad 1o verbal, print, elecinanly, for sollelling donalions for Koshika Foundation andfor disseminating information about It'e
acliviliesiachievements. Such use of my photo & details can ba made by Koshika Foundallen balore o afler my treatment o Tulfilmart of the “purpase”
lor which assistancs iz being requested.

2} | {Applicant) further agree Ihal any such use of my neme, addrass, phota & dalalls of Ihe "purpoee”, for which such asststance is requesiedigranied,
will nol auiomatically enlitle ma for receiving or continuing the sald assistance, The decision for geanting andior continuing the assistance will rast solaly
with the Trusieas af Koshika Foundation, and thelr declglon is s ragard will be fingd and sccoplable to ma.
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AGREEMENT by HOSPITAL (woomer gl Wi

By affixing hereunder, signature of aur Authorised Signatory for recormmending this cazefpalienl for financial asgistance from Hashika Foundalan, we
(Husaltal} haraby affirm & accepl following:

1} thal we naither ara presently nor will in fulure gvail of fnancal asglstance from anothar WGO or any other source, for tha same patienl’case, 85 we e
requesting bo gel from Kashika Foundation, lo the extent that such assistanca i granied by Koshika Fourdation. I the requested assistance is not granted
by Koshika Foundation, in part o in full, then the Hospilsl reserves iI's right to make up tha shartfall frem anolher NGO or any othar sourca. This
sanfllrnation essentiglly states thal tha Hospital will nal avsll any duplicate asststancs for the same patlentfcase from any other KGO or any cther source
2} The assistanca fram Koshika Foundalion is only finandial in nalurs. The choice of the reatmenliprocedurs advised/conducted by Ihe Hospital on the
patient, is based on 1he arrangement between the patient & Ihe Hosplial, and B In no way Influenced by Koshika Feundation. Henca, the Hospital will
ageume side & complete responsibility of the leeatment & IN's outcome & safey of ihe petient, and Koshlka Faundalion will have no role or respansibitily

in the matler.
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