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| DECLARATION by APPLICANT, SFRS 0 v W

111 hereby confirm hat & delals in this Form are True o the best of my knowiedge. Any lalse stetement will ronder my Application & onguoing assistance. If any,
habin for reseclion/cancellabion.

2} 1 solemnly confirm het assistance, I received from Kostuka Foundation, will be usad only for e “purpose”. a6 stated In this Form, for which such assistance
wiks foqueited by me

3) | ety confinm hat | rave mot & will not in future, avad of reimbursament, in part of in full, from any other source/employerinsurance company, of the amount
for which this asaktance & eguesied
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1) By affxing my signature of tumb impression on this Form, | (Applicant) hersby agree & aulhorise Koshika Foundation and iCs Trustess o

e publishipul-upireproduce my name, sddresi, photo & dedais of the “purposs”, for which such assistance is requeniodigranted, through any

medium, including but not Imited 1o verbal, print, atectronic, for spliciting donations for Kashika Foundation nnd/or disseminating information about if's

ncihvilles/nchievemenis. Such use of my pholo & detalis can be made by Koshiks Foundation bafore or after my treatmont of fulfiment of the *purpass”
for which assistanoe is being requesiad

21 | (Apphoant) further sgree that any such use of my name, sddress, photo & details of the “purpose”, for which such assistance s requested/granted,
will pol sitomatically entitle me for recalving of continuing he sald assistance  The declsion for granting snd/er continuing the sasistance will rest solaly
with the Trustees of Koshika Foundation, and thair decision is this regard will be final and accaplatis 1o ma.
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AGREEMENT by HOSPITAL (wepss B0 %01) |
By affiong hersunder, sgnature of our Authorised Signatory for recommending (his case/patient for financial assistance from Koshka Foundation, we
(Hospital) hareby sffirm & accapl following:

1) that we neither are prasently nor will in Tutere avall of linenclal ssslsance from enother NGO or any other source, for the same patlent/cass, #s we ae
raquetting (o gat from Koshika Foundation, to the exient that such assistance is grantsd by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then this Hospital reserves 05 right ta make up the shorfall from anather NOD o any ofher source. This
confirmation essentinlly stnies hat the Hospital will not aveil any duplicsts sssistance for the same patient/case from any otfter NGO or any other sourcs
2} The assistance from Koshika Foundabion ls only financal in nature. The chalce of the treatmontiprocedure advised/conducted by he Hespital on the
patient, is based on the armangement between the patien! & the Hospital, &nd is in no way influenced by Koshika Fourdation. Hance, the Hospital will

pasurhe sole & complete responsibility of ihe trestment & I1's outcoms & salety of e patient, and Koshika Faundation will have no rols of responsitdity
in the matier.
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