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DECLARATION by APPLICANT: ST0%% S WV T3:

1) | hareby confirm that-al detsds in tis Farm are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, it any,
lisbie for rejeciion/canceliation.

2) bsolemnly confirm that assistance, if recaived from Koshika Foundatmon, will be used oaly for the “purposa®, as siated in this Form, for which such assistance

was regueslad by ma

A1 hareby confirm that | have not & wil nol in future, ovall of reimbursement n parl of in full, from any othar sowcefemployerinsuwanos company, of the amount

for which thie assistarce = mehuesiad
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AGREEMENT by APPLICANT | smime g wirm)

1} By affizing my signalure or humb impression an this Farm_ | (Applicant) hereby agres & sulboriss Koshiks Foundalion and ts Trusiees 10
usalpublish/pul-upiraproduce my nome, address, pholo & detalls of the "purpoeza”, for which such assistance |8 requested/granted, through any
madium, including bul not llmited 10 varbal, pint, elactronie; for solicing donatons for Koahika Foundation andfor disseminating information about it's
activilieslachlevements, Such use of my phoio & details can be made by Koshiks Foundation balore o aftar my treatment ar fulfiiment of the “puroose”
for which assisiancs iz baing requestad

21| (Applicant) further agreg that any such use of my name. address. phota & details of the “purpose”, for which such assistance Is requistsd/granted,
will not sutomatically sniiie me |of recelving or continuing the sakd ssgstence. The deciglon Tor granting and/or confinuing the assistance will rest salaly
with the Tiustess of Koshiks Foundation, and thair decigion | this regand will ba linal and soceplabie 10 me
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AGREEMENT by HOSPITAL (F@ims gl %)

By affming heraunder, signajure of our Authonsed Sgnatory for recammending this caselpatent for firancial assistancs from Koshike Foundation, we
(Hospital) hareby affirm & accept following:

1) that we nefther are presenily nor will in fiture avail of financial assistance Ipm another NGO of any wiher source, for the sams patient/case, as we ae
requesiing to get from Koshika Foundation, to the sxtent thel such assistance i grenied by Koshika Foundation. I the requesiad assistance s not grantad
by Koshika Foundstion, i part or in full, then the Hospital reserves I's fght 1o make up the shortfsil fram another NGO af any olher source. This
confirmation essenlially states that the Hospltal will not avall any duplicate assistance for the same patianiicase from any other NGO or any other sounce.
2) The assistance from Keshika Foundation is only financisl in nature. The chaice of the trestment/procedure advised/conducted by the Hospital on the
palient, s bazed on the srrmngement betwean the patisnt & the Hospital, ond is in no way Influsnced by Koshika Foundation. Hence, thi Hospital will
assume sole & complete responsibillty of the treatment & it's cutcome & safety of the patlent, and Koshlka Fourdation will have ro role or responsibiiily
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