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DECLARATION by APPLICANT: SiéTs Em s .

1) | harebry confirm hat il detads |n thés Form ame True lo the best of my knowledge. Any false staborment will render my Application & ongoing assistance, If any,
liméxle for repectionicancedation

2) | nalomnly confirm thal sssistance, ¥ received from Koshika Foundation, will be used only for the "purposs”. as stated in this Form, for which such assistance

was raquested by me

3) | hetabyy condem that | barve nol & will not in future. svall of relmburmement, In part of in full, from any olher source/employecinsusance company, of the amount
for which this assistance m reguested
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1) By aftucng my signalure or umb impression on his Form, | (Applicant) horeby agree & authoriss Koshikka Foundalion and it's Trustees io
uselinibishiput-up/reproduce my name, address, photn & detwils of the “purposa”, for which such assistance Is requestedigranted, Bwough any
mardium, Including but not limited 1o verbal, prnl. electronic, lor soliciting donations for Koahika Foundation andlor disseminaling Information about if's

sctvitiowachievernents. Suoh use of my photo & details can be mpda by Koshika Foundaion belore or after my Ireatment or fulfiiment of the “purpose”
for which assistance ks being requesied.

2) | (Applicant) hurthar Bgrea that any such use of my name, sddress, pholo & detalls of the *purpose”, lor which auch assistance s requosiadigranied,
will not automaticalty entitle me for recedving o continuing ihe said assistance. The decision for granting andior coniinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thelr declslon |s this regard will be Ninal and acceptable to me.
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AGREEMENT by HOSPITAL (wommm gm i)

By sflixing hemeundaer, signalure of our Autharised Signatory for recommanding this case/patient for financial assistance from Koshika Foundafion, we
(Hospitat) hersby affirm & accept following:

1] thal we neither are presently nor will in future aval of financial assisiance from anolher NGO or any other source, lor fhe sams patienlcase, ns we are
reguasting 1o gel from Koshika Foundaton, 1o ihi sxtant thal such essistance s granted by Koshika Foundation. If the requestad assistance is nol granied
by Koshika Foundation, in part or in ll, then the Hosplial reserves (s righl to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate sssistance for the same pathent/casa rom any other NGO or any other source.
2) The assistance fom Hoshika Foundalion s only fnancial in nalure. The choice of the ireetmentiprocedure advisediconducied by ihe Hospital on the
patant, i basad on thie arangament betwesn e patient & the Hoapital, and = in no way influenced by Koshika Foundation, Hence, the Hospial will

asyume solo & complate responeibibty of the reatment & I8 outcome & safety of the patienl, end Koshika Foundation will have no role or responsibifity
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