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DECLARATION by APPLICANT. S4T% 0 Wwwy wy;

1)1 heredy confirmn that all details in this Form are True 10 the best of my knowledge. Ay falso statement will render my Applicaticn & ongoing
ladie for rejocsonicanceliation.

2) 1 sciemnly confirm that assistance. If recelved from Koshika Foundation, will be used only for the “purpose”, 3s stated in $va Form, for which such

w2y roquestod by me.

3] 1 horody confirm that | have not 8 will not In future, aval of reimbursement, in pant or in &4, from amy other source’ampicyerinsurance company, of the

for which this assistance Is requested.
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AGREEMENT by APPLICANT (snics oo &07)

1) Uy affixing my signature or thumb impression on this Foem, | (Apphcant) hareby agres 8 authorise Koshika Foundation and It's Trusices to
usepublshiput-upireproduce my name, address, pholo & detals of the “purpose”, for which such assistance is requestecigranted, theough any
meam, including but not fimiled 1o verbad, prnl, slecironic, for soliciting donations for Koshika Foundation andior gisseminating information about s
actvies'achiovements. Such use of my photo & details can be made by Koshia Foundation before or afer my treasment or fulfiiment of the “purpose”
for which asssslance i$ being requosted,

2) 1 (Apglicant] further agres that amy such use of my name, sddress, photo & details of the “purpose”, for which such assistance Is requessedigraniad,
will net sutomatically eatitie me for receiving o continuing the said assistance. The decision for granting andior continuing the assistance wil rest solely
with the Trustees of Koshia Foundation, and thesr decision is Ihis regard will be final and acceptable 1o me
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AGREEMENT by HOSPITAL (¥w® B wor)

By a%ung herounder, of our Authonsad Signatary for recommending this case/patient for financial assistance from Koshika Founsation, we
(Hospital) hoteby affirm & accept .

1) Ihsl we naither are prasantly noe will in future avail of financlal assistance from ancthar NGO or any other source, for the same patienticase, as we are
requestng to get from Koshika Foundation, to the axtent that such assistance i grantad by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part of in full, then the Hospital reserves (t's right 10 make up the shortfail from ancther NGO or any other source. This
confirmasion essentially states that tho Hospial wili not avai any cuplcate assistance for the same patient/case from any other NGO or any other scurce.
7) The assistance from Koshika Foundation is only financial i nature, The choice of the treatmentiprocedure advised/conducied by the Hospital on the
patent, is based on the arangement between the putiont & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment 8 It's outcome & safety of ne patient, and Kashika Foundation will have no role o responsibiley
in the mattor.
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