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DECLARATION by APPLICANT. =Tdms gro ey 72:

1} | harmby confirm that sl delails In this Form are True 1o the best of my knowledge. Any false statemant will render my Application & angeing assistance. I any.
lisble for rejectionicancalistion,

2} | salemnly confirm that assistance, If receiverd from Hoshike Foundation. will be vsed only for the “purposs”, as stated in this Form, for which such assistence

wan requasied by me J

3} 1 harety confirm that | bave not & will notin future, gvail of reimburssminl, i gar or in full, framm amy othar sowce’employesinsurands company, of the amount
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AGREEMENT by APPLIGANT ( srm gl W)

1) By affixing my signalure or thumb impression an this Form, | [Appiicant) hersby agres & authorise Koshika Foundation and if's Trustees fo
usefpublish/put-up/reproduce my name. stdress, pholo & details of the “purpase”, for which such assistance is requested/granted, through any
medium, Including but not limited to verbal, print, electronic, for soiiciling donations far Koehika Foundation andior disseminating information about it's
activilesachisvements. SUes Uga of my photn & details can be made by Koshike Foundation belore or after my reatment or fulfilment of the ‘purpasa”
lo¢ which BesisiEncs |1 baing requeyiad.

2) | {Applicant) futther agree that any such use of my mame, addiess, photo & detalls of the "purpese’, for which siuch assistance is requestedigranted,
willl nat automaticnlly entitis me lor recaiving o comtinuing the soid assistance. The decision for granting andior continuing the assisiance will rest solely
‘with the Trustess of Koshika Foundation, and their decision 18 this regard will be final and acceptable o ma
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AGREEMENT by HOSPITAL (7=w@m 370 %701)

By affwmg Pereundar, ssgnatura of our Authorised Srghatery far recommending Ihis casel/patiant lar linancial assistance from Kostyka Foundation, we:
[Hespltal) haraby affirm & sccapt Tollowing:

1] that we nelther are presently nor will in future avall of financial essistance from another WGO or any other sourcs, for the sames palishlcase, 85 we ars
reguesting to get from Koshika Foundation, to the extent (hat such assislance is granted by Koshika Foundation If the reguested assistance is not granted
by Koshika Foundation, In part or in full, than the Hospital reserves IY's right to make up the shortfall frem another NGO or any othar source. This
confirmation esseniisily states thal the Hespital will not svali any duplicate assistance for the same patiant/case from any other NGO or any othar source,
2) The asswtance from Koshika Faundation |s anly financial in nalure. The choiza of the treatmentiprocadurs advised/conducted by the Hospital on the
patient, ls based on the arrangamant bistwaen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sole & complete respansibifity of the trestment & it's cutcomes & safely af tha patient, and Koshike Foundalion will have nio role ar responsibility

in thie matiar.
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