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DECLARATION by APPLICANT; swées §r i 7x:
1} | hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongolng assistance, d any,
linbla for rejection/canceliation.

2} | solemnly confirm that assistance, If recetved from Kashika Foundation, will be used only for the “purpose”, as stated in this Farm, for which such assistance
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AGREEMENT by APPLICANT | s@e% g %)

1} By affixing my signature or thumb impression on this Form, | {Apglicant) hereby agree & authorise Koshika Foundation and it's Trustees 1o
use/publish/put-upireproduce my name, address, photo & detsils of the "purpose”, for which such assistance is requested/granted, through any
medium, inchuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminating Information about it's
aclivitiesiachievements. Such use of my photo & detalls can be made by Koshika Foundation before of after my Ireatment or tulfiiment of the "purpose”
for which assislance |s being requesled.

2) | {Applicant) further agree that any such use of my name, address, photo & details of the “purpose’, for which such assistance is requestedigranted,
will not automatically enlitie me for receiving or continuing the sakd assistance. The decision for granting and/or continuing the assistance will res! solely
with the Trustees of Kashika Foundation, and their declsion is ihis regard will be final and accepiable to me
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
AGREEMENT by HOSPITAL (¥#mE g %11)
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By affining hereunder, signature of our Authorised Signatary for recommending this case/patient lor financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for fhe same palient/case, 85 we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves i('s right to make up the shortfall from another NGO or any other source This
confirmation essentially states that the Hospital will not avail any duplicale assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only firancial in nature. The choice of the treatment/procedura advisad/conducted by the Hospital on the
patient, Is based on the arangement between the patlent & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
pssume sole & complete responsibility of the troatment & it's outcome & safety of the patient, and Koshika Foundation will hava na role or responsibliity
in the matter
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