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DECLARATION by APPLICANT: SM0% 3/ wrem ws:

1)1 hateby confirm that s detais i this Form are True 1o the best of my knowleage. Any taiso statoment wil render iy Applicalion & angoing assistance, If any,
liable for resscionicancelighion.

2) 1 salprmnly eonflrm that assistance, if received from Koshika Foundation, will be used only for i “purpose”, as stated in this Form, lor which such sssstance

was requested by me.

3) | heraby confirm thal | have not & will not in future, aval of reimbursement, in parl of in B, from any ather sourca/employerinsurance compary, f the amount]
for which this assisiancn s regeested.
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1) By atfixing my signoture or thumb impression on this Form, | (Applicant) heraby agres & suthorise Koshika Foundalion and it's Truslees o . v
usapubiishipul-upfraproduce my name, sddress, photo & detsds of the “purpose”. for which such assistance is requestad/granted, rough any

miedelm, including bul rol limtad to verbal, print, slectronic, for saliciiing donasions for Koshika Foundation and/or disseminating information aboul if's

aoihvities/achievaments. Such use of my phola & details can be made by Koshika Foundation bafore o sfior my trestment or fulflimant of the “purposae”

for which assistance is being requesied.

2) | (Apphcant) further sgrae that any such Use of my nama, sddresas, photo & datails of he “purpose”, lor which such assistance (s equestedigranted,

will pot sutematically antitle me for tecelving of confinuing the s8id assisiance The decision for granting and/er continuing the sssistance will rest salely
with tha Trusteds of Koshika Foundation, and thair decision is this regard wil te final and acceptable (o me,
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AGREEMENT by HOSPITAL (wmmm pn wot)

By affiemg hersundar, signature of our Authorised Signatory for recommanding this case/patient for financisl assistance from Koshika Foufdabon, we
(Hospital) hereby sffirm & accept following;

1) thiat we naithor aro presentty not will in futute avall of financlal assistance from another NGD ot any othar source, for the eartie patlent’case, B8 we bre
reguasting to gel from Koshika Foundabion, to the extent that such assistance s granied by Koshikn . I the reguesisd assistance 1§ not granted
by Koshika Foundation, in pan or in Tull, then the Hospitel reserves iU's fight 1o make up he WMMMHwnhm.m
confirmation essenfinlly states that fhe Hospital will not svaill any duplicats assistance for (he sams palienlicsss from any otter NGO or any ofher source.
2} The essistance from Koshika Foundation ks anly financial in nature. The choice of the troatmentprocedure advised/conducted by the Hoopial on the
patient, is besed on the arangemant batween the patienl & he Hosplial. and is in no way influsnced by Koshika Foundation. Hence, the Hoapital will
assume sols & complels respansibility of the treatmant & II's outcome & salety of the petiont, and Koshila Foundation will have no roke of responsibility
in the matier.
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