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DECLARATION by APPLICANT: 57s gt = 7=

1) | hareby confirm that all dotalls iy this Farm ane True to the best of my knowledge, Any balzs stetemant will render my Application & ongaing assistance, if any,
liable for rejection/canceliation.

2} | spleminly confirm that essistance, Fracsived from Koshika Foundation, will be used anly far the *purpese”, as stated in this Form, for which such essisiance
was requesied by me,

3) | hereby oonfirm (hat | have nol & will nat in futdra, avall of mimbursament; in part or In full, from any other sounelemployericsurance company; of the amount
for which this assistance is requesied
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AGREEMENT by APPLICANT (ss8a% g &)

1} By affieing my signature o thymb impressidn on this Farm, | {Applicanl) hersby agree & sulhorise Koshika Foundation and If's Truslees to
uee/publish/put-upireproduce my rame, addrass., photo & detsils of the “purpose”, for which such assistanca is requasiedigranted, Ihrough any
mizdium, including bl nol limited 1o verbal, prink, electronic, for soliching doratisns far Koshika Foundatton and'or disseminating information about it's
activitiesiachisvemenis. Such use ol my phots & detalls can be made by Koshiks Foundalion before or after my treatmant or fulliment of the “purposa”
for which sssislanos is heing requanied,

2} | {Applicant) further agres thal any such uss of my name, sddress, photo & delails of the "purpese”, for which such assistance is requested/grantad,
wiil not automatically anlitle me for recelving or continling the 2aid sssistance. The declzlan for granting andlar conlinulng the assistance will rest solely
with the Trustees of Kashika Foundation, and their decision ia fhis regerd will ba fing! snd scoeptabla (o me.
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AGREEMENT by HOSPITAL (wews T %)

By affixing hereundar, slgnalure of our Autharised Signatory for recommending this case/matiant for financinl assistance frem Koshda Foundation, wi
{Hospital) hersby affinm & accapt following:

1} thal we neither arg présantly noewlilin future avall of linancial assistance fram arolher MGO or any other source, for the same pelisnt'case, a8 we are
requesting 1o get from Koshika Faundation, to the extent that such essistance is granted by Koshika Foundetion, |l the meguesied assisiancs s nol granted
by Keehika Foundation, in part ar | full, then the Hospital reserves l's right to make up the shetfall from anather NGO or any other soures, This
confirmation essentrally states thal the Hospitsl will ol svail any duplicats sssislence for fha sema patisnticass from any othar NGO or any other sourcs,
2) The assistanca from Kochlka Foundation is enly financial In nature. The chelee of the reatment/procedure advisedizonducied by the Hespital on the
pathent, is baead on ihe arrangemant batween the patient & the Hospltal, and s inno way influenced by Koshika Foundefion. Hance, the Hospital will
azsume sole & complels respongitiiity of the treatment & II's aulcome & sslaty of the patient, and Koshika Foundation will have na role of responsibllity

in thie matter.
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