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DECLARATION by AFPLICANT: STHX™ 71 S 7w

1)1 hereby confiem thal all detalls in this Form are True io fhe best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
libie: for regection/canceliation.

2} | sokaminly confitm st assistance, If received Hom Koshika Foundation, will be used anly for the “pupose”, & stuted n (his Fdm, for which such assistance

was requasied by me

3} | heteby confirm that | have not & will Aot in Jtlre, avall of reimburserment, in part or in ufl, from any other sourcwlemployerinsumnce compsny, of the amount
far which this assistancs s requasted
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11 By afixing my signature or thumb impression on his Form, | (Apphcant) hereby sgroe & aulhodss Koshike Foundalion end s Trustees 1o

usadpublishiput-upireproduce my name, address, photo & detalis of (he *purposs’, for which such assistancs |s requastedigranted, through any

medium, including bl not limited o vertal, print, electranic, for sollcting donatlons for Koatika Foundallon andior dissaminating information abaut lt's

activilesinchavemants. Such uso of my photo & details can ba made by Koshikn Foundation belore o 8fiar my ireatment or fubflment of the “purpose”
for whlch astistancs Is being requesied,

2) 1 (Applicant) further @grea that any duch Use of my name, addreas, photo & datalls of the "purposs”, for which such assistance ls requesadigrantnd,
will not aulomaticaliy antitle me Tor recelving or continuing the said assisiance. The declaion for granting andlor continuing the sssistancs will rest salaly
with the Trustees of Koshika Foundatlon, and their declaion |s thts regard will be final and scceptabile o ma.
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AGREEMENT by HOSPITAL (wewsi g %)

By uffixing hereundes, signature of our Authorisad Signatary for recommanding this case/patient for inanctal assistance from Moshika Foundalion, wa
(Hospital) hereby affirm & accept following:

1) that we neltar are presantly ror will in luture avall of fnanclzl asshstance from snothor NGO or any other souros, for the same patientcase, Bs we are
requesting i gal from Koshika Foundation, 1o the axtant thal such sssistance is grantad by Koshika Foundation, If the requested sssistance & not grantad
ty Koshikin Foundation, in part or in full, then the Hospital raserves s right to make up the shortfall from another NGO or any other source, This
confirmation essentially states thal \Me Hospial will nol avail any duplicate azgistance tor the sama pafient/cass fram any other NGO or any olhar source.
2) The assistante from Koshika Faundalion te only financial in nature. The cholce of the irestment/procedure advisediconducted by the Haspital on the
patisnl, i based on the arrangement botwesn the patent & the Hospdtal, and i in no way influenced by Koehiks Foundalion. Hence, the Hospital will

asaurms sole & complste responsibility of tha treatment & It's oulcoms & safety of the patiant, snd Koshika Foundation will have no rule or responsibllity
in the maitar
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