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DECLARATION by APPLICANT. STFIS® B SPven 9

1} | hareby confirm (it ail details in this Form are True to the best of my knowisdge. Any false stalement will render my Application & ongaing assistance, it any,
liabie for rejeclionicancetiation.

2) | solemnly confirm thet assistance, If recelved from Koshlka Foundation, will be used only for the "purpose”, as stated in this Fosm, for which such assistance

wes requested by me.

3) | heraby confirm that | have not & will nat in- fulore, avail of reimbursement, in pait ar in full, frem any other sourceemployerinsurance company, al the amaunt

fot which this assistance is requested
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AGREEMENT by APPLICANT (smimw gm i}

1) By affixing my signature of thumb impression on this Form, | [Applicant) hereby agres & authorisa Koshika Foundation and its Trusteas o
usa/publishiput-upireproducs my name, address. pholo & delails of the ‘purpesa”, for which such assistance is requested/granted, through any
medium, Including bul not imited 1o verbal, print, electronls, for saliciling donations for Koshika Foundation and/or disseminaling infarmation aboul If's
setiviiesfachievemeants. Such usa of my photo & deisils can ba mede by Koshika Foundation bafors ot after my ireatment or fulfilment of the “purpose”
for which assisianos is being requesied

2) | {Applicant) lurther agres that any such use of my name, address, pholo & details of the ‘purposa”, for which such assistance s requestad/granied,
will not autematically antitie me for recelving of continuing the said assistance. The decision for granting and/or continuing the assistence will rest salely
with the Trustees of Koshiko Foundation, and their declsion s ihis regard will be final and scceplable 1o me
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APFLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (o B )

By affining hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we
{Hospital) herstyy affirm & accapt following:

1} that we neither are presently not will in future avall of financial assistance frum ancther NGO or any other source, for the sams patianticass, as we are
requesting to gel from Koshika Foundation, o tha exten! that such assiglance is granied by Koshika Foundation. If the requested assistance i& not granted
by Koshika Foundation, in part orin full, then the Hospltal resarves IU's right to make up the shortfall lrom another NGO or any othaf sourcs. This
confirmalion essentially states that the Hospital will not avail any duplicete sssistance for the same patienticase from any other NGO or any ofher source,
2) The assistance from Koshika Foundation is only financlal in nature. The choice of the treatment/procedurs advised/conducted by the Hospital on the
patisnt, ks bazed on the arrangemant between the patient & the Hospital, and isin no way influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complete responsibliity of the troatment & it's outcome & safety of the patient, and Koshiks Foundation will have no rofs or responsibility
in the matter.
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