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DECLARATION by APPLICANT: aimbes 3 wimm T

1} I hereby conflrm Ihat all detalis In ihis Form are True to the best of my knowledge. Any faisa statemant wil render my Application & angoing assistance, if-any,
liable for rejsotionicancallation,

2) | solemaly confiem that aesistance, |f raceived from Kashika Foundation, will be used anly for the "purpose”, ae stated in this Form, for which such assistance

was reguested by ma

3} | hereby mﬂ“ that | have nat & will not in future, mvail of reimbureement, in part ot in full, from any athar suurcelemployeninsurance company, of e smount

tor which this assistance is reqeested.
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AGREEMENT by APPLICANT [ s 2 W)

1) By affiting my signature or thumb impression on this Form, 1 (Applicant) hereby agree & suthomss Koshika Foundation #nd II's Trustess tn

use/publishipul-upirepraduce my name. address, phote & details of the ‘purposa”, for which such essistance g fequasted/granted, through any

medium. including but not limited 1o vattal, print, slectranic. for soliclling donations for Koshika Foundation andior dissaminating information abaut (t's

activities/achisvements, Such use of my photo & detsis can be made by Koshika Foundation before or aher my reatment ar flulfiimant of the *purpose”

far which assistance is belng requesied,

€] | tApplicant) further agres that any such use of my name, sddress, photo & details of the “purpose”, for which such assistance is requestod/granted,

wil not automatically entitle ma for rocsiving of continuing the said assistance. The dacision for granting andior continulng the assistance will rest &nlaly

wiih the Trustees of Koshika Foundation, and thair decision is this regard will be final apd accaptable to me.
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AGREEMENT by HOSPITAL (meme BA) W)

By affising hereunder, signature of our Auhorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, wa
(Hompital) hereby affirm & accapl loliowing;

1] that we neither ate presently nor will in future avall of financial assistance from another NGO or amy other source, for the same pationticase, as we ate
requesting to gal from Koshika Foundatlon, to the extent (hat such nssistance is granted by Koshika Foundation, |f the requested assistance s not granted
by Koshika Foundathan, in part or in full, then the Hospital reserves It's right to maka up the shorifall fram another NGO of any other source. This
eanfirmation essantially states that 1ha Hospital will not avall any duplicate assistance for ihe same patisntcase from aty other NGC or any other source
2) The assistance from Koshika Foundalion is only financial in nature. The choice of the treatmentiprocedure advisediconducted by the Hospital on the
patient, in baned on the arrangemant batwesn the patient & the Hosgital, and | In no way Influancad by Koshika Foundation, Hance, the Hospital will
assume sole & complete responsibiiity of the treatment & iy outcome & satety of the patient, and Koshiks Foundation wil have no role or responsibifiny
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