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DECLARATION by APPLICANT: audesy g e ¥1:

1) | heraby confimm that all detsits in this Form sne True 1o ihe best of my knowledge. Any false statement will render my Application &
fimble for rejection/cancel|stion,
2] | solemnly confinm (het sessstance, [f received from Koshike Foundation, will be used only for the “purpose’, as stated in this Fom, for

wits requoested by me.,
3) | herety confinm that | have not & will not in future, sved of reimbusament, in part or in full, from any other sourcelsmployedinsurance
for which this assistanos is requesied.
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1) By affixing my signature o¢ thumb Impeession on this Form, | (Applicant) hereby agree & aulhorise Koshila Foundation and t's Trustees o
und/publishipul-upiroproduce my name, sddreal, photo & detalls of the “purpesa”, for which such sssisiance is roquasted/grantied, through sy

madium, including bul not limited o varbal, print, elactronic, for soiiciling donations for Koshika Foundstion andior disseminating information about i's
activities/achievements. Such use of my phota & detalls can be made by Koshtka Foundation before or alter my treatment or Rilfilment of the “purpose”
for which assistance Is bolng requesiod.

2] | (Applicant) further agree Mal any such wse of my name, address, photo & detalls of the “purpesa”, for which such assistance is requesiod/granted,
will not automatically entitle ma for recelving or continiing the sold assistance. The decision for granting andfor confinuing the assistance will rest solely
with he Trustees ol Koshiks Foundation, snd thedr decision s this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (weem® g0 WiK)

By affixing hereunder, signature of our Authorised Signatory fur recommending this case/patient for finencial assistance from Koshika Foundation, we
(Hospital) hereby affirm & secepl following:

1} that we nelther are presently nor will in futuro avall of financlal sssistsnce from another NGO or any othor source, lor the same patienlicase, as we are
mquesting to get from Koshika Foundstion, 1o the exlent that such assistance Is granied by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospltel reserves il's right lo make up the shartfall rom snolher NGO or any other source. This
confirmation essentiaily states that the Hospital will not avall any duplicste sssistance for the same pofient/case from sny otfer NGO or any other source.
2) The assistance from Kostika Foundation s only financisl in nature, The cholee of the treatmentiprocedurs advisediconductad by the Hospital on the
patient, Is basad on the arrengement betwesn the patient & the Hospital, and is in no way influencad by Koshika Foundation. Hencs, the Hospital will
assume sole & complete responsdiliity of the treatment & IU's outcome & safety of the patient, and Keshika Feundatian will have no role or espansibillly
in the maiter,
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