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DECLARATION by APFLICANT: WS Brf =T w:

141 hareby confirm that all detzllz i thie Form are True 1o the besl of my knowledge. Any false statement will render my Apphication & ongoing asststance, if any,
limbie for rejectoncancellalion.

2) | snlemnly confirm thet assistance, [f recalved from Koshiks Foundation, will be used anly far the “purposs”, a8 sieted in this Form, for which such assistance
was raquesiad by ma.

3) | hereby confiem that | have nol & will not in fulure, avall of reimbursemant, in part or in full, frem amy ather source'smployerinsurance company, of the amount
for which this assisianco & raguestad.
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AGREEMENT by APPLICANT {smes @0 =11)
1) By affixing my signaturs or thumb impression on (his Ferm, | (Applicant) heteby agres & authoresa Kashiks Faundallon and I Trustees 8
veefpublishiput-upireproduce my name, adaress, photo & detalie of the “purpase”, for which such assistance is requestedigrantad, through any
medium, Including but not limited 1o verbal, print, glectronic, for solicing donetions for Koshika Foundation and/or disseminating information sbout it's:

activiies/achisvemants. Such use of my phois & details can ba made by Koshika Faundalisn balors ar after my treatmenl or fulfiimant of the “purpose”
fr which essislance is being requeslad,

2) | (Applicant) further agree that any such usa of my nama, address, photo & detalis of the “purpose”, for which such assistance |3 Tequested/granied,
will Aot gulomatically entitie me far recelving or conlinuing the said aasistance. The decision lor granling and'er conlinuing the assstance will rest solsly
with tha Trustees of Koshika Foundation, and thefr decision is this regard will be final and accaplabls o me.
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AGREEMENT by HOSPITAL (vomad 30 FH)

By affiing hersunder, skignature of sur Aulhorised Signatory for recommending this caselpatisnt lor financlal assletance Trem Koshika Foundation, we
(Hospltal) heraby affim & acoept following:

1) that we nelihar ars presantly not will in future svail ol financlal aeslstance from ancther NGO or any other spuroe, for fhe ssme palienlicase, as we Gre
raquesting 1o gal from Koshika Foundation, lo e extent that such assistance i orantad by Koshika Foundstion. If the requasied asgistance 8 not granted
by Koshika Foundation, in part or kn full, then the Hospltal reserves s right to make up the sherfall from another NGO ar any other source. This
confirnation essentially states (hal the Hospital will not avail any duplicale sssistance for the same patianticasa from any other NGO or any other sourcs.
2) Thia assislance from Koshika Foundation is only financial in nzlure. The cholee of the treatmentiprocedure advisadicondustad by the Hospital on the
palient, s based on the arrangement betwesn The potient & the Hospita!, and s in po way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complele respanelbiiity of the treatment & s oulzoms & safety'of the patient, and Koehika Feundation will have no role or responsibliity
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