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DECLARATION by APPLICANT: WESE G W w3:

1) | harety confirm that all details in this Form are True 1o the best of my knowledge, Any felse statement will render my Application & ongoing assistance, If any,
limhls for rejaction/cancelistion

2} | solemnly confirm that essistance, If recalved from Kashika Foundation, will be used only for the *purpose”, as siated in this Form; for which such assistance
was requestad by ma.

3) | herety confirm that | have not & will not in futune, avall of reimbursemant, in part o in full, from any other sourcafemployer/insurance company, of the amaount
fior which (his assistance is requesing
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AGREEMENT by APPLICANT ( stmem g wim)

1} By affixing my ‘signatura or thumb imprassion on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and I's Trustees 1o

usapublsh/put-up/repreduce my nama, address, photo & details of the "purpose”, for which such assistance (s requestoed/granted, through any

madiurm, Including but not limited to verbal, print, electronle, for soliciing donatlons for Koshika Foundation and/or disseminating information about t's

aciivities/achimvements, Such use of my photo & details can be made by Koshike Foundation befors o after my irestment or fulfiiment of the “purposs”™
for which sssistance is baing requested.

2) | (Applicant) further agree thaf any such use of my name, address, phota & detalls of the “purpose”, for which such assistance is requestedigranted,
will nat automatically ontitle ma for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trusiess of Koshika Foundation, end their dectsion s this regard will ba final-and acoceptable to ma.
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AGREEMENT by HOSPITAL (¥ Bm %11)

By affixing haraunder, signature of our Authorised Signatory for racommending this casefpatient for financlal assistance from Koshika Foundation, wa
(Hoapital) hereby affirm & sccept following:

1] that we reliher are presenily nor will in future avall of finencial assistance from anolher NGO or any other source, for the same patient/case, s we Bre
raquesting o gal Irom Koshika Foundation, Lo the exlent Ihat such assistance is granted by Koshika Foundation. If the requasied assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right lo make up he shorifall from anather NGO or any other source, This
confirmation essantiadly states that the Hospital will not avall any duplicsts assistance for the same patient/cass from any other NGO or any other source:
2) Tha assistance from Koshika Foundation s only financial In nature, Tha choloe of the ireatment/procedurs advised/conducted by the Hospital on thi
patiant, is based on the arangement betwean the patient & the Hospital, and is-in no way influsnced by Koshika Foundation. Hance, the Hospital will

ssnums sols & complete responsibifity of the treatmenl & i's cutcoma & sofety of ihe patient, and Koshika Foundatlan will have no rale or responsibility
in fhe matter,
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