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DECLARATION by APPLICANT: Spre By v T3:

1} | hereby confirm that all detalls in this Form are True to the best of my knowledge. Any false statemen! will ender my Application & ongaing assistance, If any,
lisbie for rejechon/cancedation

2} | sodamnly confirm that nssistancs, If recedved fram Kashika Foundation, will ba used only for the "purpose”, as staied in this Form, for which such assistance
was mquested by me,

3} | heraby condfirm that | have not & will nat in fulure, avail of mimbursemant, in par of in full, from any other sourcedemployermsurance company, of the amount|
for which this assmiance s requesiod.
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AGREEMENT by APPLICANT (37w g %)

1) By affiking my signelure or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundafion and it's Trustees to
wselpublishiput-upireproduce my name, address; photo & detalls of the “purpose”, lor which such assisiance Is requested/granted, through any
mdium, (ncluding bul nat limited to verbal, prinl, electronic, for soliciting donafions for Koshika Foundation andfor disseminating infermation about it's

activiies/achiovements. Such use of my photo & detalls can be made by Keshike Foundation bafore or after my treatmant or fullilment of tha “purpose”
for which ssistance is being requasied.

2} | {Applicant) Turther agres that any such use of my nama, addrss, pholo & datalis of the "purposa®, for which such assistance s requaested/granbed

will nat automatically antitle me for receiving or continuing the said assistance, The decision for granting andfor continuing the assistance will real mh.nr
with the Trustees of Koshika Foundation, snd their decision is this regard will be fina! and agceplable to me.
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AGREEMENT by HOSPITAL (W & i)

By affizing hereunder, signalure of our Authorlsed Signatory for recommending ihis case/patient for financial assistance from Koshika Foundatlon, wa
[Mospital) heraby affirm & accept following:

1) that wa naliher arms presently nor will in future svall of financisl assistence from enother NGO or-any other source, for the same pafient/cass, bs we are
requesting 1o get from Koshika Foundation, to the axtent that such assistance |s granted by Koshika Foundation, If the requested assisiance is not granted
by Koshika Foundation, In par o in full, then the Hospltal ressrvas it's right to make up the shortfall from another NGO or any other sourcs. This
confirmation sssenlially states that the Hospital will not avail any duplicate assistance for the same patient/oasae from any other NGO or any offer sourcs,
2) The assistance from Koshika Foundation is ondy financial in nature. The choice of the treatment/procedure advisediconducted by the Hospital on the
patient, is based on the arangament betwean tha patiant & the Hospital, and is In no way influenced by Koshika Foundation. Henca, the Hospital will
aasume 3ok & complete responsibility of the reatment & I's outcoma & salsty of the patient, and Koshika Foundation will have no rols or respongibility
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