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DECLARATION by APPLICANT: Swies ol S +4:

1) | hereby confirm thal &f details in 1his Form are True 1o the bast of my knowletige. Any Talse statement will render my Application & onabing assistance, If any,
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1) By affixing my signature or thumb imprasslon on this Form, | iApplicant) heraby agres & aulherise Kashika Foundation and it's Trustess to
use/publsh/put-upiieproduce my name, address, phota & detalls of iHe "purpose”, for which such assistanca is renuestedigranted, through any
medium, inchading but not imited to verbal, print) glectronle, for soliclling donalions for Koshika Foundation andior disseminating Information about it's
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AGREEMENT by HOSPITAL (e g wm)
By aflixing heraunder, signature of our Authorised Signatory for recommending this case/paliant for financial assistance from Koshika Foundation, we
(Heospital) hieraby affirm & accopl Tollowing:
1] thal we neither are presently noe will in future gvall of financial assistance from another NGO or any other source; for the same patienticase, as we are
requasting 1o gl from Koshika Foundation, 1o the-exient thal such assistancs (s granled by Koshiks Foundation, Il the requested assistance |5 nol grantod
Dy Koshika Foundation, in part or'in fufl, then the Hospitsl reserves it's rght to make up the shortfall fmem another NGO or any ather source: This
corfirmation assantially states thatl the Hospial will not avail any duplicate gssistance for the seme patient/case from any olher NGO or any olther source.
2) Thie mesistances from Koshika Foundation is anly financal in natume. The chaice of the treatment/procedurs stvissdiconducled by the Hoepital on the
patient, is based &n the arrangement between the patient & the Hospltal, and is in no way influsnced by Koshika Folindation, Hance, tha Hospltal will

assume sole & complote respomsibility of the treatment & it's oulcome & satety of the pafient, and Koshike Foundstion will have no rolé or responaibiity
tn tha- mstier.
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