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DECLARATION by APPLICANT: STdwW. g wime 5

1) 4 herety confinm that a1 desais i fhis Form are True (o the best of my knowleoge: Any feise siatement wil render my Apgiication & ongeing as
Iable for rejeclionicanclalion,

2} | solemnly cordim thel sssstance, if recatved from Koshks Fourndston, wil be used only for the “purpose”, & slated n this Fom, for which such

was reguasted by ma,

3} I rernby confrm that | nave not & wil notin futere, sl of rambursemeet, n part or in full, #om eny other scuwrce’empioyer/insurance company. of the

for whech this assistancs 19 requastad.
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AGREEMENT by APPLICANT ( 30 T0 WoX)

1) By ulliing my sianatre or $humo Impregsion on s Form, | {Applcant) hereby agree & suthorise Kashika Foundation snd it's Trusiass to
usa/pubdishiput-unireproduce my nams, sddress, phale & dotals of the *purpeas’, for which such assislance i requeatedigranted, throwgh any
megium. iveuding but not limited 1o verbal, prinl, electonic, for salelting donstions for Koshika Faundation andior disgeminating infarmation sbout 1
atvilies’schievements. Such usa of my pholo & detais can he made by Koehika Foundalian befora or aftar my treatment or fulfilmant of the “purpose”
far which sssistance Is balng requeated,

2} {Apgiicant) furthee agrea Ihat By such use of my name. sdcress, phott & datsils of the "purpose”, %or which such assistanca is requestadigranted,
will net autoenaticaly entfia me f0r racaiing o cantinuing tha ssld sssietance. The decision for granrg andor conbirung the assissance wil res! salely
with the Trusteos of Keghiks Soundation, end their dacision 15 1his regard will be firal and acceptatie fo ma,
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AGREEMENT by HOSPITAL (%% T #Ut)

By afllxirg hereunder, slanatura of our Authevised Signolory for recommanding this case'patent for inancial assstance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:
1} that we neither am presanily nor will In Ature sval of inandal =ssistance from another NGO o any other source, for the sama patienticace, as we are

requasting Lo gel from Kosaika Foundation, 1o the extent that such assistance Is grantac by Keahiks Foundalion. If the rogueste assislancs is nal granler
by Koshks Foundalicn, in part or in ull, then the Hospilal reserves it's nght to make W the shortfall from ancther NGO or ony ather source. This
confirmaticn assanilally sislee thal tha Haspltal wil nod svall any duplicats assistance %or the sama petienticass from any olhar NGO or ary ofner source,
2) The assistanca from Koshika Foundatian is oaly financial In nature. The choce of the trealmentiprocedura achisad'conowcted by the Haspital on the
patient, is based an the arangemeant belween the patient & the Hosptal, and is in na way influsnced by Koshka Foundation. Herce, the Hospital wil
sssume scle & complete responsiblity of the treatmant & I's oulcome & ealety of the patient, and Koshika Foundssion will have no role or responsbiity

in lhe matter,
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