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DECLARATION by APPLICANT. SAiTs §m wiws wa:

1)1 naredy confrm tal ol detads in this Form are T 1o tha best of my knowledge. Any falie stalement will arder my Application & ongoing assistance, If any,
liabbe lor rejectionicancellation

2} | solemaly confirm thit assistance, 1 recevved from Koshika Foundation, will be used onty for the “purpose”, as sialed in this Form, for which such assistance
wih ieguested by ime

3) | hayrebry confirm ihat | have nol & will not in future, avad of resmbursement, in gar or in full, from any other sourcaiemployerfinsurance company, of fhae amouni
e wilsich i Gealstance & reguesbed
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AGREEMENT by APPLICANT ( stews pn wvet) _

1) By affing my signature of humb impression on this Form, | [Applicant) hereby agree & authorise Koshika Foundation and it's Trusiees to

usaipublishiput-upireproduce my nane, address, photo & detsils of ihe ‘purpose”. for which such assistance is requested/granied; through any

midam, Mcluding bat net imited (o vorbal, prnt, electronic, for solicting donations for Kostika Foundation andior disseminating information about i's

acindligs/achiewaiments. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fuifilmant of ihe “purpose”
fior which sssistance is being requested

Z) 1 (Appicant) turther agree that any such use of my name, address, photo & de'ails of the “purpose”, for which such assistance m requested/granted
will nol autamaticalty enfite me for receiving of continuing the sald sssisiance. The decision lor granting andfor cordinuing the assistancs wil resl salaty
with the Trusiess of Koshika Foundation. and Mair decision i this regard will be final and scceplable 1o me
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- AGREEMENT by HOSPITAL (msam o0 &)

By 2ffiong hersundsr, sgnaturs of our Authonsed Signatory for recommending this casadpatent for financial assstance from Koshika Foundation, we
(Hobpdinl) heeely alfirm & acoepl following:

1) that we neither are prasonty nod will n fulure 2l of financal assistance from anothar NGO or any other source, for the same patient'case, as we afe
requesting to get from Kashika Foundation, to the extent thal such assistance is granled by Koshika Foundation, If the requesied assistance is not granisd
by Kashika Foundation, in part or in full, then the Hospital reserves II's right to make up the shortfall from anciher NGO or any other source. This
confirmation sssantially states thal the Hospital will not avall any duplicals assintance for the sama patent/cese from any otfer NGO or any othar source
2) The assistance from Koshika Foundation is only financial in natura. The choice of the reatment/procedure advissdiconducted by the Hospital on the
patienl, is bassd on the armngiment betwean the palient & the Hospital. and is in no way Influsnced by Koshika Foundation. Hance, ths Hospital will

AsIUME sole & complete responsibiiity of the treatment & it's culcome & safety of the patient. and Kashika Foundation will have no role or responsbility
in the matles
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