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DECLARATION by APPLICANT: SERTH B SWom 79

1) | hereby canfirm thal all datalls in this Form ars Trus to the best af my knowledge. Any Fatse statemant will rnder my Application & ongaing assistance. if any,
liabla for rejecton/cancellation

2) | salamaly confirm that assistence, I ecalved from Keshika Faundation, will be used only for the “purposs’”. as statad in this Form, for which such assistance

was requesied by ma

3) | haraby confimm that | Rave ot & will nat in fulure, aved of reimbursement. in ban o in full, from any ofher soircalemployerfingurance company, of the amournt
for which ihis sgsisiance & reguestsd
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1) By affixing my signatyre or thumb impression on thie Form, | (Apphoani] hereby agres & aulhonse Koshika Foundation and it's Trustees to

usaipublishipil-upirepraducs my name, sddress, pholo & datalls of the “purpose”, for which such assistance s requested/granied, through any

madium, including bul nat limited to verbal, print, skectronic. for soliciting donations for Koshike Foundation andior disseminating infarmation about i's

potivities/achimvsmants. Such use of my photo & dolsfs can be made by Koshike Foundation belora or aftar my treatmant or fulfiiment of the "purposa”
for which essistance 4 bmng regussiod

21 | (Applicam) further agree thatl sy such uss of my name, address, phole & detotls of the "purpose”, fof which such astistance s requesiedigranted,
will not automatically entitie ma for receving or continuing the sald sssistance. The dacision for granting andior confinuing the assistance will rest solely
with the Trustees of Koshiks Foundation, and thels decision is this regasnd will be finel and scceptable to me
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AGREEMENT by HOSPITAL (Wwmms g0 %)
By affixing hereundur, sgrature of our Autharised Signatory lor recomimending Ihis case/patient for financial assistance from Kochika Foundation, we
{Hasgital) heraby affirm & accapt following:
1) that we nelther are presently nos will in futune avall of financial assistance from anpther NGO or any othiar sourca, for tha sama patient'case, 35 we are
regquesting to get from Koshika Foundation, io lhe extenl that such agsisiance is granted by Keoshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part of in full, then the Hospltal reserves Vs right to maka up the shortfall from ahathier NGO of any other source. This
confirmation essentially siates hat the Hospltal will nol sveil any duplicate assistance for the same patienticase from any other MEO or any other source.
2) The sssislance lrom Koshika Foundation is only financial in nofure. The choice of the treatment/procedure advised/conducted by the Hospital on the
patiant, is based on the amengement betwaan the patient & the Hospital, and is in na way influencad by Koshika Foundetion, Hence, the Hospital will
assume sole & complete responsibiity of the treatment & IU's outcome & safsty of the patient, and Koshike Foundation will havé no rote or respansibility
in the matter,
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