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DECLARATION by APPLICANT. 3T® 50 W ¥,

1) | Peredy confim st 8 cetais in this Form are True 1o the dast of my knowiecge. Any taise statement will render my Aopication & cngoing assistance, 1 any,
kable for rejection/canceiaton.

2) 1 solomnly confirm that assistance, if recesved from Koshica Foundaton, will be used orty for the “purpose”, as stated in this Form, for which such assistance

was roguested by me.

3) 1 horeby confiem that | Bave not & wil not in Ature, aval of reimbursement, In part or in full, from sny other sourca’'smEioyerinsurance company, of the amount
for which this sssistance is requosted.
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1) Ly affixing my signature oc thumb impression on this Form, | (Appiicant) hareby agree & suthorise Koshika Foundation and if's Trustees 1o
uscoroublistuput-upireproduce my name, address, pholo & detals of the “purpose”, for which such assistance s requestodigranied. through any

medwm. including dut not limited 1o verbal, print. electronic, for solicliing danations for Koshika Foundation andior disseminsting information sdout if's
achvibes/achiovements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment of fulfilment of the “purpose”
for which assistance is being requesied 2

2) 1 {Appicant) further agree Mat any such use of my same, sodress, photo & cetais of the “purpose’, for which such assistance is requesiedigranied,
will not astomascally entitle me fof rEcelving or ContnuIng the SaiC assstance, The decsion for granting andior confinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final ahd acceptabie 1o ma,
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AGREEMENT by HOSPITAL (wssme o9 ¥17)
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(Hospital) hereby affirm & accept folowing:

1) that we noither are presently nor witl In future vad of financal assistance from anothor NGO or any other source, for the same patienticase, as we are
10 get fram Koshika Founcation, 10 the extont that such assitance is granted by Koshika Foundation. If the requested assistance is not granted
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confirmation essentiaily states that the Hospital will not avail dny cuplicate assistance for the same pationticase from any other NGO or any other source.
2) The assistance from Ksshika Foundation is only financial in nature. The choice of the treatmentiprocedure sdvisediconducted by the Hospial on the
patent, is based 0o e arrangement between the patient & the Hospital, and is in 10 way Influenced Dy Koshika Foundation. Hence, the Hospits! wit

assume sole 3 compiete responsdiity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role of responsiity
in the matter.
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