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DECLARATION by APPLICANT: STHTS G ST ¥3:

111 hereby confirm that sl detalls in this Form are True to the best of ny knowledge. Any false statement will render my Application & ongaing assistance, If any,
linhle lor rejection/cancediation.

2} | sobemmiy confirm that asslstance, i recelved from Kashika Foundatian, will be used only for the "purpose”, as stated in this Form, for which such assislance
wias rmquesied by me

3 1 heraby confirm that | have not & will not in tulure, avadl of relmbursement, in pan or in full, from any other sturcelampioyarinsurance company, of the amaun
for which this arsistance s requested,
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1) By aflixing my signature o thumb impression an this Farm, | (Applicant) hereby agree & suthorize Koshika Foundalion and II's Trustees lo
useipublishipul-up/reproduce my name, sddress, photo & details of the “purpose”, for which such assistance is requestedigrantod, through any
madium, including bul nat limited 1o verbal, print, electronic, for soliciting donations for Koghika Foundation and/ar dissaminating informalion about it's
pellvities/achisvemants, Such use of my phato & details can ba mada by Koshika Foundaticn before or after my treatment or fulfiimant of the “purpose”
far which assmEtance is being requesied.

2) | [Applicant) further agres that any such usa of my nama, address, photo & details ol the “purpose’, for which such assistance is requestedigranted,
will not aulomatically enlitie me lor receiving of conlinuing the said assistance. The decision for granting andfor continuing the assistance will rest solaly
with ihe Trustees of Koshika Foundation, and \heir decision is this regard will be final and scceptabls o me.
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AGREEMENT by HOSPITAL { &s9id g0 wdr )
By affiming hereundes, signalure of our Authorised Shgnatory for recommanding this case/patkant for financial assistance from Koshika Foundalion, we
(Hespitsl) ereby affiem & accapt following:
1) thiat wer nelthor are sresantly nar will in fulure svall of financlal assistance from another NGO or any other source, for fhe same patlent/case, a8 we ars
requirsting 1o got from Koshiks Foundation, to the extent thal such assistanca is granted by Koshika Foundation. I the requesied assistance is nol granisd
by Koshlka Foundation, s part o In full, than the Haospital reserves [1's right fo make up the shorifall from another NGO or any olver source. This
confirmation essantially states thal the Hospital will not availl eny duplicate assistance for the same patisnticase from any ofher NGO or any other source
2) The assistance from Koshika Foundation |s only financial in natura, The cholce of the treatmant/procedure advised/conducted by ihe Hospital on the
pathent, i based on the arangemant batwasn the patiend & the Hospital, and is in no way influsnced by Koshika Foundation, Hance, the Hospital will

arEuma soly & complslo responaibiiity of the irestment & i1's outcome & safety of the patient, and Koshika Foundation will have no role or responsibifity
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