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DECLARATION by APPLICANT, St g shoy ow:

1) | hateby confirm that ol details n this Form are Tree 1o the best of my knowipdge. Any false statement will rander my Application & ongalng assistance, if any,
ligbie for refaclionicancallalion.

2) | solemnly confirm that assistance, If recalved from Korhika Foundition, will be used only for the “purpose”, as stated In this Fomm, for which such assistance

was requestod by me.

3} | heraby mb? that | hirve ot & will not In fature, avidl of rembursamant, in part or in full, from any sther soorcedemployedinsurance company, of the amoun

far which this assistance & requestod
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- AGREEMENT by APPLICANT { s g %)

1) By affixing my sigrature ar thumb Impression on this Form, | {Applicant) heraby agree & suthorise Koshika Foundation and iI's Trustees to
use/pubilishipil-upireproduce my name, address, pholo & detalls of the *purpose”, lor which such assislance Is requested/granted, throwugh any
triedium, inciuding but not limited fo verbal; print, slestronic, for scliciting donations for Koshika Foundation and/ar dlsseminating information about 1t's
aclivites/achievements. Such use of my photo & details can be made by Koshike Foundation bafore or after my trealmant or fulfiiment of the “purposa”
for which asslsiance is being requestad

2} {Applicant) further agree that any such usa of my name, address, photo & details of the *purpase”, for which such assistance is requested/granted,
will nol automaticatly entitle me for receiving er continuing the said assislancs. The decislon for granting andior continuing the aesistance will resi solely
with the Trustees of Koshika Foundation, and ther decision is this regard will be final and acceptable to ma,
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| AGREEMENT by HOSPITAL (s g wai)

By affixing hereunder, signature of aur Authorised Signatary lar recommending this case/patient for financial assistance from Koshixa Foundation, we
{Hospita!) hereby affirm & accept fallowing:

1) that we neither are presenily nor will In future avall of financial assistance from anplher NGO or any other source, for the same patient/case: as we am
requasting io got from Koshika Foundation, 1o the extent thal such assistance is granted by Koshiks Foundation, |f the requested assistance is not granted
by Koshlka Foundaflon, in part or In full. then the Hospital reserves it's nght lo make up the shortfall from another NGO of any alher source. This
confirmation essentially states thal lhe Hospital will not avail any duplicate assistance for the same patienticass fram any other NGO or any other source
£} The assistance from Koshika Foundation is only financial in nature. The choice of the freatment/procedure advisediconducted by the Hospital an the
patlent, in bated on the armangement between the patient & the Hospital, and |s in no way Influenced by Kioshika Foundation, Hance, the Hospital wil
BssUMe 5okt & compiele responsibility of the treatment & i's outcome & safety of the patient. snd Koshiks Foundation will have né role o responsibility
in the mattar,
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