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DECLARATION by APPLICANT: STESWH 30 W0 Ti:

bsisbesentvy confimm that afl detais in this Form are True to the bostof my knowledge. Any false statermant will render my Application & ongeing assistance, il any,
iabde for rejectioncanceliaton,

21| aclemnly coofimm thet assistance, if recened from Koshics Foundefion, will be ussd enly for the *purpose”, e statad in this Form. for which such assistance

Wwas requestad by me.

31| hesaby confiem el | have not & will not in future, avall of reimbursement, 0 part or i full; from any other mmne."arrrpln‘mr.'.m_smm:& company, of the amount
for which this sssslance ls requested.
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1) By affixing my signature or thumb Impression on this Form, | (Applicant) hereby ogres & authorise Kashika Foundation snd It's Trusises la

usepubllshiput-updreproduce my neme, sddisss, pholo & delails of the “purposa”, for which such assisiance 3 requestedigranted, through any

medium, indluding but net lmiked o verbal, prnt. electronls, for soliching donations for Koshiks Foundation and/or disseminating Information aboul [t's

aclivitlesiachievements, Sueh use of my phole & detalls can be made by Koshike Foundation belore o after my ireatment a0 fuffiimeant of the *purpase”
far which assistance s ing requested.

2) | {Applicant) further agrse that any such Wy of my name, address, photo & details of the “purpese”, far which such ssslstance fs requestedigranted,
will nat automatically entitle me for recelving or cantinuing the seid assistance, The decisien for granting and/or conlinulng the assislance will rest splaly
with the Tristaes ol Koshike Foundatinn, and thalr dacislon s thlz regerd will ba final and acceptable to me.
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AGREEMENT by HOSPITAL (winme B %1H)

By affiking hereundsr, signature of our Authonssed Signatory for recommending iz casalpatient for financial sssistance from Kashika Foundation, we

[Hospital} hereby alfim & accept fallewlng:

1) thest we neliher-ara presenily nor will In future aval of fnancisl ssststanos from anather NGO or 2y other source, for the sumo patisnlicase, 38 we are

requesting io gel fram Koshika Foundatian, to tie éxtenl thal such assistanca |s granted by Kashika Foundation. If the requestad acsisiance k& not granted

by Koshika Foundation, In part of in full, then the Hospitel resarves iU's right to make wp the shartfall fram ancther NGO orany other source, This

confirmatien essentinlly statas that the Hosplial wil net avall any duplicate sssistance for thy sama patient/zoss from any other NGO or any other source

2) The assiziznca from Koshika Foundation is only fimancial In nature, The cholge of the treatmentiprocedure advisediconducied by the Hosplial on the

patient, Is based on the armngsment betwesn the petient & the Hoepltal, and s in no wey influenced by Kashika Foundation. Hence, the Fospital wil

sEsumn saia & complote responsibility of the treatment & s outoome & safaty of the patient, and Koshike Foundation will have no mis of responsibllity

[m the matter,
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