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DECLARATION by APPLICANT. Ee 5 = 73;

1) | heraby confirm that 3! details in this Form are True (2 tha best ol my knowledge. Any falss statement will render my Applicalion & ongoing assistance, if any,
iable for rejectionicancaliation.

2) | soleminly confirm that assistance, i recalved from Koshike Foundation, will b used only for the “purpose”; as stated in this Form, for which such sssistance
was tequestad by ma.

3} | hereby confiem that | have not & will nat in future, avall of relmbursemant, in part o in full, from any ather sourcafamployarfnsutance company, of the amount
for which thls assisiance i raquastad.
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AGREEMENT by APPLICANT {swos o =m1)

1) By sffixing my signature or thumb impression on this Form, | (Applicant) hereby agres & suthoriss Koshika Feundation and |1's Trigless s
use‘pubiishput-upiraproduece my name, addrass, photo & detaits of the “purpase”, for which sugh assistance is requestedigranted, through any
meadivrm, Inchuding bul not imited Yo verbal, print, electroniz, for soficiing donations for Keshika Foundation andfar dissaminating Infarmation sbout It's
aclivitlzs/ashlavemants, Such use olmy phote & dofalts can be made by Kosghike Faundalien befara of after my trestment or fulfiment of the “purpose”
for which assisiance s baing requasied.

2} | {Anplicant) furthar agres that any such usa of my name, address, photo & detalis of the “purpose”, for which such assistance Is requestedigranied,
will nal autematicslly enlitle me fof receiving or conlinuing the ssid assistanca, The decision for granting andfer continuing the assistance wil rest solely
with the Trustoes of Koshika Foundation, and thair decision s (his regard will be final and aceaptahla o ma.
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AGREEMENT by HOSPITAL (ywmrs g =an)

By aifiming hareundsr, signalute of our Authorized Signatory for recatmmanding this casalpatien) for financiz! assistance from Koshika Foundation, we
(Hoespial) horeby sfim & accept fallowing:

1) that wa nelther ars presantly nor will |m futurer-nvall of financhal 2ssistance from anatter NGO or any other sautca, for the same patienticase, as we are
requesting to gel from Kostiks Foundstion, to the extant tha: such assistance i granted by Keshika Feundation. If tha requected ascistanos s nat grantad
by Koshika Foundation, in part arin full, then the Hospitel reserves W's right to make up the shorifall from another NGD or Any other source. This
confirmation assantiaily states thal Ihe Hospital will not avall any duplicals assistsnce for the sama patientfcass from any offier NGO or sny cthar sourca.
2} Thie azsistance from Koshika Foundation is only financial in nature, The chaloe of the reatment/procedurs advisediconducted by the Haspital on the
patiant, I8 based on the arrangoment botween the patfent & the Hospltal, and |s I no way influsnced by Kosniks Foundation, Hence, tve Hospital will

assume sola & complele responelblilly of tha reatment & IU's ouloome & safety of the patlent, end Koshike Foundation will have no role or responsibifity
in the matter,
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