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DECLARATION by APPLIGANT, SRS T/ W T;

111 hewetyy canfirm that all details in this Form g True to the Best of my knowtedas. Any fales stntemant will rendes my fpolcation & angoing assistance, i any,
liable for rejaction/canceliation,

2) | solemnly confirm that sssistance, f received from Koshika Foundation, will be used only for the-“purpose”, &5 tated in this Form, for which such assisiance

wes requasied by me.

3) 1 hazreby confirm that T Fave not & wil pot in Tolure, sval of resmbursement, i par of n iul, from any ofver souroedempioverinsurance company, of the amount

far which this assistance 5 equUestad
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AGREEMENT by APPLICANT | smew g wim)

1) By affizing my signature o ihumb imprassion an this Form, | (Applcant) hereby agree & suthorise Koshiks Foundation and ii's Trusiees 1o
use/publish/put-upireproduce my nama, address, pholo & details of the “purposa”, for which such assistonce is requestedigranted, through any
madium, including bl not limited o verkal, print, glectronic, for soliciting dongtions for Keshika Foundation and/or disseminating imfarmation about it's
aotivillesidchievements. Such use of my pholo & detsils cin be made by Koshikes Foundalion before or after my treatment or fulfiment of the “purposas”
for which astiglance is being reguesiad

2) | (Appticant] hurther agree thal any such use of my nume, address, gholo & detedls of Whe “purpose”, for which such assistance |s requestedigranted,
will not aliomatically eniitle me lor receiving of continuing the said assistence. The dacision far granting andior conlinuing the assistance will rest solsly
with the Trustees of Koshika Foundation, and thelr decision jo this regerd will ke final snd scoepisble (o ma
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

AGREEMENT by HOSPITAL (Fwms T ®a1)

By affiming heteunder, signature of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
{Hospital) haraty affirm & scoep!t following:

1) that we neither are presently nar will in future avail of fingncial assistance from anolher NGO of aty oiher source, for the same patlent/case. & we are
requesting lo get from Koshika Foundation, 1o the exien] that such assistance s grantod by Koshika Foundation. Il the requasted assistance is not granted
by Koshika Foundation, In part or in full, then the Hospltal reserves i1's right 1o make up tha shartfall from another NGO or any other source. This
confirmafion essentially states that the Hospital will not avail any duplicate assistanca for ihe same patienticase from any other NGO or any other source,
2) The assistance from Koshika Foundation is only financlal in natuse. The chaice of the treatmentiprocedure advisad/conducied by the Hospital an the
patient, i based on the srangemaent betwean the patient & the Hoapital, and is in no way influenced by Koshika Faundalion. Hence, e Hospital wil

sesume stlo & complate responsibiiity of the treatment & i1's oulcoma & safely of the patient, and Koshiks Foundation will have no role or responsibillty
in the mattes.
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