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DECLARATION by APPLICANT: ®ETE B wwmm T4:

1} | hareby confirm that all delsils in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing asststance, If any,
liabée for rejsclion/cancelistion

2) | sobamnly confirm that assisiance, if received from Koshika Foundation, will be used only for the "purpose”, as stated in this Form, for which such sssistance
was ragquasted by me.

3) | heretsy condinm thal | have rot & will nat infuture, avall of reimbursemant, in par or in ll, from any other sourcelemployedfinsumnce company, of the amount
for which this assistance is requesied
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AGREEMENT by APPLICANT (#imew gl %)

1) By affixing my signalure or thumb Impression on this Form, | (Applicant) hereby agrea & sulhorise Koshika Foundation and it's Trustees lo
useipubliishipui-up/repraduce my name, address, phato & details of the “purpose”, for which such assistance Is requesied/granted, through any
metium, incuding but not imited 1o verbal, prink, electronic, lar soliciting donations for Koshika Foundation and/or disseminating information about It's
aciviles/achievements. Such use of my phola & delalls can be made by Keshika Foundation befare or after my treatment or fulfiiment of the “purpose”
for which assistance is baing requesied.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the "purpose”, for which such assistance is requesled/granied,
will pal aulamatically enlitle me for receiving or cantinulng the sald assistance. The deelsion for granting andior conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (7@ @m § FH)

By affizing hereunder, signature of our Autharised Signalary for recommending this case/patient for financial assistance from Koshika Foundaiion, we
{Hosplisl) horeby affirm & accept following:

1) that we nelther ars presently nar will In future avall of finzncial assistance from snother NGO or any other soyrce, for the same palisnticase, as we iy
requesting to gel from Koshika Fourdation, to the extent that such sssistance ks granted by Koshika Foundatlon, If the requesied assistance s nol granied
by Koshika Foundation, In part or i full, then the Hospital reserves t's right to maka up the shodtfall from anather NGO or any other soures This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patienticass from any other NGO or any other source,
2) The asslstance from Koshiks Foundalion is only financial in nature, The cholee of the ireatment/procedurs advised/conducted by the Hospital on the
patient, is based on the amangement batwesn the patiant & the Hospital, and s in no way influenced by Koshika Foundation. Hence, the Hospital will
assume soie & complets responsibility of the treatmant & It's outcome & safaty of the patient, and Koshika Foundation will have no rola or responsibility
in the matier.
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