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DECLARATION by APPLICANT, SEeS G0 WMo w9:

1} | hereby confirm that ail details in this Form are True to the best of my knowledge, Any false statement will render my Application & engaing assistance, i any,
ligble for redaction/canceliation.

2} 1 solamnly corfirm that assistance, If recetved from Kashika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
waa reguatiad by ma.

3) | heratey confirm that | have not & will vot in future, avail of reimbursement, in part o In ull, from any other sourcelemployerfinsurance company, of the amount
for which [his assistance is requesied.
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AGREEMENT by APPLICANT (smew g &)

1) By offixing my signature or thumb imprassion on this Form, | (Applicant) hereby agree & authorise Koshike Foundation and it's Trusiess 1o

usalpublishiput-up/raproduce my nama, address. pholo & detalls of ihe “purpose”, for which:such assistance ie requestedigranted, through any

madium, Including but not limited to verbal, print, electranic, for soliching donatlons for Koshika Foundation andfor disseminating information aboul It's

activitise/achisverments. Such use of my photo & details can ba made by Koshika Foundation before or after my treatment or fulfiimant of the *purpase”
for which assistance s being requested,

2} | (Applizant) further agrea that amy such use of my name, address, pholo & details of the "purpose”, for which such assistance is requestedigranted,
will nat automatically entitle me for recalving or continuing the said assistonce. The decision for granting and/or continuing Lhe assistance will rast solaly
with the Trustees of Koshika Foundation, gnd their dectshan s this regard will ba final and acceptable to ma.
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AGREEMENT by HOSPITAL ([yemm gm %)
By affizing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assisiance from Koshika Foundation, we
(Hospitzl) hereby affirm & accepl loliowing:
1) that we nelther are presenily nor will in futune avall of financiel gssistance from another NGO or any other source, for the same patient/case, as we ane
raquesting 1o gol from Koshika Foundation, to the exlent that such assistance is grantad by Koshika Foundation., If the requasted essistance is nol granted
by Koshika Foundation, in part or in full, then ihe Hospllal reserves iU's rdght o make up the shortfall from another NGO or any other source, This
confirmation essantially states that the Hospital will not avail any duplicate essistance for tha same patient/case from any other NGO or any cther sourcs.
2) The assistance from Koshika Foundation is only financial In nature. The choloe of the ireatment/procedure advised/conducted by the Hospltal on the
patiant, in based on the arrengement betwasn the patiant & the Hoepital, and is in no way influsnced by Koshiks Foundation, Hence, the Hoapital will

gssume sole & complele responsibliity of the Ireatmant & Il's outoome & safety of the patient, and Koshiks Foundation will have no role or respansibliity
in tha matiar.
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