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DECLARATION by APALICANT: HPFEW §m WA 1

1} | hfedy confirm that all detalts in this Farm are True 1o the bedt of my knowledge. Any lalse statement will render my Appication & ongoing @y
lable for rejeclion/cancaliaton.

2) 1 salamnly confirm thal assistance, If recelved from Koshika Founcstion, will be used only for the “purpose”, as siated in this Form, for whech such oesl

was requestad by me.

) | by confirm that | havis not & will not In future, avail of relmbursemsnt. | sar o in full, from By ather souce/employedinsemnoe company, of the amaunt

for which this assistance & reguesied.
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AGREEMENT by APPLICANT (wraww zm %u)

1) By afixing my sqnatune or thumb impression on this Form, | (Applicant) hereby agres & sulhorise Kashike Foundation and it's Trustoes lo
uselpubiishiput-uprreproduce my rame, address, pholo & details of the *purpose”, for which such assistance is requesiagigranted, through any
medium, including bul kot limitsd 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andior gisseminating information aboul i's
acsiviligs/nchipvamants, Such use of my pholo & details can be made by Koshika Foundation bafore of after my treatment or fulfilment of the “purpose”
for which assstance s ey reguesied

2) | {Applicant) fusther igres thal any such use of my name, sddress, photo & datain of the *purposa”, for which such assislance is requested/granted,
will not automaticaly entille me for racaiving or confinuing the sald assistance. Tha decision for granting andior continuing the assistance will rest solely
with (e Trustews of Koshike Foundation, and thelr dacisian s this regard will be final and acceptable to ma.
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AGREEMENT by HOSPITAL (ww=ant g0 %)

By affing herounder, signature of our Authorised Signatery for recommanding this casafpatien for financigl assistance from Koshika Foundation, we
{Haspital) hereby affirm & accepl following:

1) thasl we neftfier are presently nor will in future aveil of finencial assisiance from onother NGO or any olfer source, for the same patient/case., a5 we Bre
requesting 1o ge! from Koshika Foundation, o Ihe extent that such assistance is granied by Kashika Foundation, If the requesied assisiance is not granied
by Koshika Foundation. in part or in full, thee the Hospital resarves it's right to make up the shortiall from ancther NGO or any other source. This
eonfirmation essentinlly states that the Hospital will not avall any duplicale asaistance for the same patient/case from any oher NGO of any siher sourte
7] The sssiztance from Koshika Foundation is only financial m nature, The choice of the reatiment/procedure advised/conducted by the Hospital on the
patient, ks basad on (he srrangement betwien the patlent & the Hospitsl, and Is in na wiry Influsnced by Koshika Foundation. Hence, the Hospital will
sssuma sole & compiste responsiility of the trestment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsaility
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