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DECLARATION by APPLICANT: SHTW /T STows T3

1] | heraby confem that &l detalls in this Fam sre True 1o the best of my inoatedge. Any falze statament will render my Applieation & angeing assistance,
fabin for rejectionicancstlation,

2} sclemnly condm that sssistance. if recefved from Koshiks Fourdation; wil be wsed only foe the “purpose’, &5 stabad in this Furm, for which such assistance

was requesied by ma,

3) 1 herabyy confirm that | have not & wil not in future, aval of reimbursement, in part or in full, fram any other sourcelamplayeninBurance company, of e amount

for which this sssslance is requested,
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AGREEMENT by APPLICANT ( 574%% 1 %01

1) 8y affising my s9aalre o umb impression on this Form, | {Applcant) hereby agree & authorse Koshika Foundation and it's Trustees to
usaipubishiput-upireproduce my nams, addrass, phalo & datals of the *purpose’, for which such sssistsncs Is requestedigrantad, through any
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2) | {Appticant) further egree Lhat any such use of my name, 800ress, pHalo & details of the “purpeses”, far which such nssistance ie requestedigrantod,
wil not automalicaly entitls me fur recalving cor confinuing the g8ld assistarce. Thea decision for granting endior contnuing e asaistance wil rast sclely
with the Trustees of Xoshika Foundation, and their decigion ia thla regard wil be finel and mccaptable to me
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AGREEMENT by HOSPITAL (¥ewme 10 WU0)

By affiing hereuncer, signature of our Authorised Signatory for racommending this casa/patient for fnancial assistance froen Keshiky Foundstion we
{Haspital) naredy affirn & accept following;

1) that we naither are prasenty ror wik in fubure avall of fnancial assstance from anolher NGO or any other scurce, for the same palienticase. as wa are
requasting % got fram Keahika Frundaton, 1o the extent that such ssalglance 3 granted by Koshika Founastion. If the requested sealetance is not gramed
by Koshika Foundation, in part of in full, (hea tha Hospal resacves II's right to maka up the shortfall from enathar NGO or any olhér souroe. This
confirmaticn essenilaly st=les that the Hosphal will not avall any duplkate assisiance for the same patienticase fram any othar NGO cr any olher source.
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patenl, la based on the arrangement botween the patant & the Haspital, and le 1 no way Influenced by Kashika Foundation. Hence, the Hospeal will
assume 80je & complete resporsibility of fhe srestment & it's outcome & safely of the pallent. and Kashiks Fourdstion will have no role of respansibifty
in the matisr
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