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DECLARATION by APPLICANT: sriws gm & w3:

1) | horeby cenfirm that all defalls In this Form ares True to the best of my knowledge. Any false stalement will render my Application & ongoing
liabie for rejectionicancellation

2) | solemnby confirm that assistance. if recelved from Koshika Foundstion, will be used only for fhe “purpese”, &5 stated in this Form, for which o
was requasied by me

3} | heraby confirm that | have not & will nol in future, aved of reimbursameani, in par or in full, from any other sourcalemployerinsurance company, of

for which Ghis assistence s requesied
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AGREEMENT by APPLICANT (5% 59 %71)

1) By affiwing my signaturs of Mumb impression on this Form, | (Applicant) hereby agree & autherisa Koshika Foundation and It's Trusless (o
Mmmrnm address, pholo & datalls of the “purpose”, for which such assistance is requestedigranted, through any

medium, including but not limited 1o verbal, prind, slectronic, for soliciling denations for Koshika Foundation andior disseminating Infarmation about it's
sctivities/achievemenis. Such use of my pholo & detsiis can be made by Koshika Foundation before or after my treatment or fulfiment of the "purposa”
for which assistance is being requested.

2) | (Applicant) lusther agree that any such use of my name, address, pholo & datalls of the "purpose”, for which such assistance s requasied/granied,

will not automatically enfitle me for receiving or continuing the ssid assistance. The decision for granting sndior continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their dacision |s this regard will be final and accoptable 1o me.
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AGREEMENT by HOSPITAL (¥%mR B &A1)
By affixing hereunder, signature of our Authorised Signalory for recommanding this case/patient for finencial assistance from Koshika Foundation, we
(Hospital) harety affirm & accapt fallowing
1} that we neithar are presently nor will in fulure svall of inanclal assistance from another NGO or any other source, for the sama patisnt/case, as wa ara
requasting to gel from Koshika Foundation, 1o the exient thet such sssistance is granted by Koshika Foundaticen. I the requested assistance is not grantad
by Koshika Foundation, in parl o in full, lhen the Hospital reserves I1's right to make up ihe shortfall from anather NGO or any other source, This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/'casa from any other NGO or any other source.
2) The sssistance from Koshika Foundation |s only financial in natura. The choice of the ireatmenliprocedure advised/oonducted by the Hospital on the
patlent. ks based on ihe arrangement between (he patkent & the Hespital, and s in no way influenced by Koshika Foundation. Hance, the Hospital will
assume sole & complete responsibillly of the treatment & IU's outcome & safety of tha patient, and Koshika Foundation will have no role or responsibillty
in the mattar.
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