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DECLARATION by APPLICANT. #isw @ o 74;

1} | herebry confirm that all detalls in this Form are True to the best of my knowledga. Any falss statement will render my Application & ongoing askistance, i any,
liabls for ncellation

2) | sotaminly confiim that aszds'ta;'u:u. i recalved from Koshika Foundation, will be usad anly for the “purpose”, as staled In this Form, for which such assistance
wis reguested by ma.

3) | hereby confirm that | have not & will not in fiture, avall of mimbursement, i part or in full, from any other sourcelemgloleninsurance company, of the amount
Tor which this assistance = requestad
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1] By affixing my slgnalute of thumb impression an this Fam, | (Applicant) herely agres & aulhonss Koghika Foundation and it e Trustass to
ussfpubishipul-uphreproduce my name, address, pholo & detalls of the “purpose”, for which such assielance s requested/granted, ihrough any
medium, including but nat limited to verbal, print, electronic, for soliciting donations for Koshiks Foundation andior dissaminating Information aboul it
activities/achievements. Such use of my photo & detais can be mede by Koshika Foundsticn before or gfter my treatment ar fulfilment of the “purpose”
for which pasisiance s baing requesing.

2} I [Applicant) lurthar agree thal any such use of my name, address, photo & detalls of the "purpose”, for which such azsistance s requestedigranisd,
will not wutomstically entitls me for receiving ar continuing the seid assistance. The decision for granting endfor continuing the sssistance will rest solely
with the Trustess of Koshika Foundation, mnd thaeir decis:on is this regard will be final and accaptabls to me
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AGREEMENT by HOSPITAL (T%ET §W )

By affiiing er, signature of our Authorised Signatory Tor recommending fhis casel/palant for financial assistanoe from Koshin Foundaton. we
(Hosgpital) hareby affirm & acoept following:

1) that we neither are presently nor will in future avail of financial assistance from anolter NGO or any other source, for the same pallent/cass, a8 we are
requesting to get fram Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation, If the requested assistance (s nof granied
by Kosnika Foundation, in part or in full, then the Hospital reservas It's ight to make up the shartfall from another NGO or any other source, This
confirmation essentialty stetes that the Hospital will not avail any duplicale asslstance for ihe same patienticase from any other NGO or any olher source,
2) The assistance from Koshika Foundation is only finencal in nature, The choioe of the treatmentiprocedurs advised/conductad by the Hospital an the
palient, is based on the arrengement between the patient & the Hospital, and is in no way Influenced by Koshika Foundation, Hance, the Hospital wil
assume sole & complets responsibllity of the treatment & (s outcome & safety of the patient, and Koshike Foundation will have no rola or responsibifity
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