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DECLARATION by APPLICANT: #Ifws gm s mo;

1) | harmtey confirrn that ab detais In this Form are True to the best of my knowledge Any false staterment will render my Application & ongoing nasistance. il any,
hable for rejechondcanceiistion.

2} | nolerrmily confirm that assistance, if recaivoed from Howhin Foundation. will ba used only for B "purposs”, an stated in this Form, for which such assistance
way neqoested by me .

31 narety confirm that | have nol & will ot in feture, avad of rembursemaent, in part of i ful, from any other source/amployerinaurancs company. of ihe amounl
for which this assistancs 4 requeslod
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AGREEMENT by APPLICANT ( snaww gm wim)

1) By affsing my signature of thurmb impression on this Fotm, | (Applicant| horety agros A suthorise Koshika Foundation and it's Trustees to

usalpublishiput-upfmeproduce my namg, sddress, photo & detals of e “purposa”, for which such assistance is requestedigranted, frough any

medium, iIncludng tul not lirmded 1o verbal, print, slectronsg, for soliciling donhatons for Koshike Foundalion andior disseminating information about if's

pcivities/schisvements. Such use of my photo & detals can be made by Hoshika Foundation bafore or aftar rvy treatmant or fulfiiment of the “purposs”
for which sssistance i baing requestad

2§ 1 (Applcant) furthar sgres that any such use of my nams, sddress, photo & details of the “purpose’, for which such assistanca s requesiedigranted.
will not Etomsticely entite ms for receiving or continuing the said éssistance. The devision for granting endior continuling the sssistance will rest solaly
with this Trusisss of Koshia Frundation, and ther decaon is this regend will be finel and sccepiabie (o me
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AGREEMENT by HOSPITAL (weuums g W)
By affixng horeunder, mgnature of our Authotsed Signalory foe recommending (N case/patant for finencial assistance from Koshika Foundation, we
(Hespitat) hereby affirm & accept following:
1] that we nadthar are presantly not will 0 fulure sl of fmencil assistarce from another NGD or any ather source, fof the same patienticase, as we ane
requesting bo gal from Koshika Foundstion, o the sxten! ihat such assistznce (s granied by Koshika Foundation. if the requestad assistance & nol granted
by Koshika Foundation, in part or in full, then fhe Hospital reserves it's right to make up 1he shonifall from anofher NGO o any olher solrce. This
confirmation essentially states hat the Hospits! will nol avali any doplicate assistance for the same patient/casa from any other NGO or any other source.
2} The assistance from Koshila Foundation is only financial in nalure. The chalce of ihe treatmentiprocedune advised/conducied by (he Hospital on the
patient, b based oo the arrangement betwess the patient & the Hospital, and & in no way inflsenced by Koshika Foundalion. Hence, the Hospial will
assumae sole & complete responsibility of the freatmant & i's cutcome & safety of the patent, and Koshika Foundation will have no rle or responsibility
in ihe matiar.
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