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DECLARATION by APPLICANT, S BT Srel 94:

1] | hereby confirm thal all delaiis i this Form are Troe Lo the bakt of my knowlkdge. Any false slaterent will render my Application & prgelng assistance, il any.
liable far rejecion/cancelation

2} | solemnly comfirm that assistance, iF received from Koshika Foundstion, will be used only for the ‘purpase”, as staled in this Form, for which such assistance

was requastad by me

31 | hergby confirm thal | kave not & will not an fuburg, avall of reimbursemeant_ in part o in full, frem any tiher $ourcefemployarinsarance company, of the amouni

for which this assistance is requested
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AGREEMENT by APPLICANT | sdmw 51 F1)

1} By affixing my signatura or thumb inyression oh thiz Form, | {Appiicant] hereby agree & authorise Koshika Foundation gnd it's Truslees Lo
useipublshiput-upireproduce my rame, address. phoio & details of Ihe "purpose”, for which such assislance is requestedigranted, Inrgugh any
medium, including but not Imited 1o verbal, prinl, electronic, for soliciting donations for Keshlka Fourdatlon andior dissemminating infarmation abaul it's
activilas/achievernants. Such use af my phele & deteils can be made by Koshiks Foundation belere or after my treatment or fulfiimant of the “puippse”
for which assistance is belng requesied

2} | {Applicant) lurther agres thal any such use of my nama, address. phalo & datalls of the ‘purpose”, for which such assislance is requesledigranted,
will not automatcally entitle me for receiving or continuing the sald azsiztance. The dedisian for granting ardiar eontinuing the assistance will rest eolely
wilh the Trustess ol Koshika Foundation, and their decision is thls ragard will ba final and acaptable to me.
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AGREEMENT by HOSPITAL (¥FTeT g %)

By affixing hergunder, signature of our Authprizad Signatory for recommanding this casafpalient for inancial pssistance frorm Koshika Foundatbon, we
(Hospital) heraby affira & accep! follawing:

1] thal we neithar ara presently nor will in futore avail of financis! assistanca from anather NGO or any other source, for the same patient’case, as we ane
requesing to gel from Kashika Feundation, to the exlenl thal such esgislance is granted by Koshika Feundation. If the requested azsislance is not graned
by Kashika Foundation, in part or in full, then the Haspitai reservas i's right 1o make up he shortfall fram another MGO ar any gther source. This
confirmation essentially states thal the Hospital will ngl avail any duplicala assistance for tha same patignticaze from any glher NG or any glhar source
21 The assistance lrom Kashika Foundation i% enly financial in nature, The choice of the weatmenVprocedurs advisediconducted by the Hasmital an the
patignt, Is based on tha rangament betwaan the patlant & the Hospital, and |5 in ne way influenced by Koshika Foundation, Henca, the Hospital wil
ageume sale & complata responsibiliy of the traaiment & it's aulcome & safety of the patient, and Koshika Foundation wil have no rale or cesponsibility
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