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DECLARATION by AFPLICANT: SHT® B W91 §3:

1) | hareby confirm that all detads in this Form are True fo the best of my knowledge. &ny false statement will render my Apphcation & ongoing assistance, i any,
Iiabde for rejeciion cancellston.

2) | sodemnly confirm thot essistance, if recewed from Koshika Foundation, will be used anly for the *purposs”, &8s stated in this Form, for which such assisiance

was reguested by me

3 | harabiy confirrm hat | five ool & will ol in foture. avail of reimbursemant, in gan or o lull, from any other source/employeriinsurance company, of the amount

Tew which this asmistance i\ requesioed
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AGREEMENT by APPLICANT | soaes o %)

1) By affcireg my signature or thumb impression an this Form, | (Appicant) heraby agres & sulhorise Koshika Foundation and It's Trustees to
usalpublishipul-up/raproduce iy nama. address, photo & delails of the "purpose”, for which such assistance |s requested/granted, through any
madium, including but not limited (o varbal, prinl, siectronio, for soliciing donations for Koshika Foundaiion andior disseminating information about i's
activitlesiachievaments. Such use of my phote & detalls can be made by Koshika Foundation bafors or after my treatment or fulfiment of the “purpose”
lar which assistancs is being reqissisd

21| [Apphoant) furtar agres that any such use of my rame, address, pholo & details of the “purposa’, for which such assistance is requestedigranied.
will not automaticalty entitle ma for recelving or continuing the seid assistance. The dacislon for granting and/or conlinuing the assistance will nest solely
with thi Trustees of Koshika Foundotien, snd their decizsan is this regard will be final gnd acceptable to me.
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AGREEMENT by HOSPITAL |wesas BF1 =11)

By affixing herevnder, sigaature of sur Authorised Signatary for recommending this case/patient for fingnciat assistance from Koshika Foundalion, we
{Hospital) nersby affinm & accept foliowing:

1) that wa nellber are presently por will in fulire svail of linancisl essistance from anptiar NGO of any other source, for the same patient/case, 85 we are
requesting 1o get from Koshika Foundalion, 1o the axient that such assistance (s aranted by Koshika Foundalion, it the requested assistance is nol granied
by Koshika Foundation, in part or in full, then the Hospiisl reserves 1S right to make up the shortfall from another NGO or any other saurce, This
confirmation essentially states thal the Hosplial will nol avall any duplicale assistance for the same patieni/case from any olter NGO or any other source,
2} The sssistance from Koehika Foundalion is only financial in nature. The choice of the trestment/procedure advisediconducted by the Hospital on the
patlant, ks based on (he arrangemant betwesen the patiant & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complete responsibifity of the treaiment & it's oulcome & safety of the patient, and Koshika Foundation will have no role or respansibilily

in the matter.
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