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DECLARATION by APPLICANT. SHTs Fm < 7

1) 1 haratry confirm thist il datads in this Form are True o fhe best of my knowledge. Any lslse statemant will render my Apalication & ongaing assistance. it any,
liabie far resaction/cancedlation

2) | salemnty confirm that assistance, if received from Koshika Foundatien, will e used anly for the “plmoss”, e stated in this Form, for which such assislance
was rajussted by ma

3) | nerety confirm that | have tet & will ngt in luture, aval of reimbursement, n pait ar in fuill, from any other sosmelemployerinsurance company. of tha amaunt
o which this assmisnco i eguestad
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1) By &Mfixing my signature of thumb impression on this Form, | (Appilcant) heraby agrea & authonisa roshiks Foundalion and it's Trusiees 1o
Usaipublishipul-upireproduce my name, sddress, pholo & details of the “purposa”. for which such assistence (s requestedigrantsd, through any
madium, including bit not Imited to verbal, print, electranic, for soliciling donalinns for Koehika Foundation and/or disseminating information about iv's
acthities’achievements Such use of my pholo & detsils can be mode by Koshiks Foundalion mofore or after my reatment or futfilment of the “purpose”
fot which assistance I8 being raguestat
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will not mutomaticslly entithe me for recelving or conlinuing the seid sssigance: The decision for granling apdfor continuing the essistance will rest solely
with the Trustees of Koshiks Foundation, snd their decizon i this regard will be liral and sccaptable 1o ma
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AGREEMENT by HOSPITAL (¥mme gm wit)
By affixing hereunder, signature of our Authanised Signatory for tecammending this case/patient for financial assistance fram Koshika Foundation, we
{Hospital) horety affirm & acoapt following
1) that we nelther sre presently nor will in tuturs avail of tinancial sssistance fram anather NGO or any other source, for ihe same patisntcase. o5 we are
requesting lo get lram Koshika Foundation, 1o the extent ihal such assistance is granted by woshika Foundation, if the requested assistance is not granted
by Koshika Foundation, in part ar in ful, then the Hospital reserves [U's right to make up the shortfall from anothar NGO or any other source. This
confirmation eesentinlly states that the Hospital will not avail sny duplicale assistance for tha same patient/case from any other NGO or any othar source.
2) The assistance from Koshika Foundation |s only finantial in nature, The cholce of the reatmant/procedure advised/conducted by tha Hospital on tha
patient, [s baesd on the arangemant between the patient & tne Hospital, and is in no way influenced by Koshika Foundation. Hanca, the Hospital will

assumo sole & complate responsibitity of the trestment & it's cutcome & uafety of the patient, and Koshike Foundation will have no role o rasponsibility
in the matte:
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