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DECLARATION by APPLICANT: STatTs @0 W a:

11 | hareby confirm that all detatls b Ihis Form are True to the best of my knowledge. Any false statement will render my Applicalion & ongoing assistance, if any,
lisble for rejscton/cancellaiion.

2] I splemnty confirm that essistance, f received from Koshika Foundation, will be used only for the “purpose”. a5 stated in this Form, lor which such assistance
wis requesied by me.

31 | hareby confirm that | have net & will not m future, aval of reembursement, in part o in full, from any other source/employerinsurance company, ol the amdunt
for which Inls-sselsiance 5 Fagested
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AGREEMENT by APPLICANT [ sqars g %)

1] By affinng my signature ar thumb impression on this Form, | (Applicant) hereby agree & authorse Koshika Foundallon and it's Trustees 1o
use/publishipul-updreproduss my name, address, photo & detsits of the "purpose”, forwhich such assistance |s equesied/granted, through any
medim, inclding but nat imiled 1o verbal, print, electronic, for soliciing donations for Koshika Foundation and/or disseminating information aboul it's
activitiesfachisvements. Such use ol my phote & detalis can e made by Koshika Foundation before or after my tfreatment of Rulfiimant of the “purpose”
for which assistance is baing requested

21 | {Applicant) lurther dgeee thal any such use of my name, address, phato & details of 1he "purpose”, Iod which such assistance |s requestadigranted,
will pot eulomatically entite me Tor recaiving of continulng e said assistance. The decision for granting end/or continuing Ihe assistance will resl solely
wilhi the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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AGREEMENT by MOSPITAL (#ea g %)
By affiung hareunder, signature of our Authorsed Signatory lor recommending this case/patient for financial assistance from Koshika Foundatian, we
[Hosepital) horeby stfirm & aceept follawing,
1) thaat wee nvelther are presenlly nor will in futura avail of financhal assistance from another NGO or any other spurce, for the same patent/cass, os we ore
requesting o gel lrom Keshika Foundation, to the exlent thal sbch assistance |s granted by Koshika Foundation, If the requesied assistance s nol grantad
by Hoshika Foundation, in part o jn full, then the Hospital reserves iU's right 1o make up the shortfall from anather NGO or any oiher source, This
canfirmation essanlially states thal the Hospltal will not avall any duplicate assistance for the same palient/case from any other NGO or any other source.
Z) The assisiance from Koshika Foundation is only inancial in nalure. The choice of the reaimenlfprocedure advised/conducted by the Hospital on the
patient, Is based on the arrangemant betweesn the patient & the Hospital, and is in no way influenced by Koshlka Foundation, Hence, the Hospital will

assuma sole & complste responsibility of the treatment & it's outcome & safety of the patient, snd Koshika Foundation will have no rele or respansibility
in the mattar
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