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DECLARATION by APPLICANT. sTiT® BIm W wi:

1} | heraby condirm that all details in this Form are True to he best of my knowledge. Any false sistoment will rendes my Application & ohyoing essistance, If any,
iimbile for rejeclion/cancolation

2) | solemnly confirm thet assistance, i moeved from Koghiko Foundation, will be used only for 18 “purpose”, as shatod in this Form) for which such assistance
was requesind by me,

3) | Feerwlyy confiem that | F=ave not & witl nol in futere, Bvall of reimbursamant, i part o in Tull, from any oife sourcafemployeninsurance company, of the amoont
for which this gssmipnes is requested
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AGREEMENT by APPLICANT (smts @0 #10)

1) By affdng my signature or thumb impression on this Form, | {Applicant) horaby agree & suthotise Koshike Foundation and It's Trustess to
use/publishipul-upirepreguce my name, address, photo & details of the “purposa’, Tor which such assigtance |s requestedigranted, through any
mediurm, inchiding but not limited to verbal, prinl, elecionle, lor sollelting donations for Koshika Foundation andior disseminuting information about it's

sctivileslachisvementy. Such use ol my photo & detalls can ba mads by Koshlka Foundalion belote or afler my treatment or hulfimant of 1he “purpose”
for which assistance is being reduestnd.

2) | |Applicant) further agroa that any such use of my name, address, photo & detalls of the “purpose”, for which such nsgisionce is roquestedigranted,
will ot sutomatieslly entlile me for recslving or continuing the said sssistance. The declsion for granting andior confinuing the neskstancs will rest solaly
wilh the Tristaen of Koshlka Foundation, and thair decision i this regard will be final and acceplable o ma.
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AGREEMENT by HOSPITAL (veem o0 W)

By affixing harsundsr, signalute of our Authotised Skgnatory for recommending this caseipatient lor inancial assistance from Koshilun Foundation, we
{Hospital) herely affirm & acoopt following:

1] that wo neither are presenily nor will in fofuee avail of financial asslsiance from ancther NGO or any other source, for the same patlent'coss, 0s we are
requesting to get from Koshika Foyndation, to the axtent that such assistance m granted by Koshika Foundation, If the requestod assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospltai reserve iUs right io make up the shortfall from another NGO or any other source. This
confirmation essontiaily siates that the Hospital will not avail any duplicate assigtance for the sama patlent/cass from any other NGO or any othor sourcs.
2) The asslstance from Kashika Foundation is only Gnancial jn nature. The choles of the treatmentprocedure advissd/oonducted by the Hosplial on (he
patiant, s based on the arrangament batwean tha patisnt & the Hospital, and is In no way inflienced by Koshika Foundation, Hence, the Hospital will

assume sole & complate reuponalbility of the treatment & i's oulcoms & salsty of the patiant, snd Koshiks Foundation will have ne role or responsibility
in fhe matter,
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