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DECLARATION by APPLICANT: SHTs g wmm 71:

1) | hergby confirm that all detalls n this Form are True fo the best of my knowdedge. Any Talse statement will render my Application & ongaing assistance, if any,
lighle for rejection/cancaliation.

2) | salemnly confirm ihat assistance, ¥ recesed from Koshika Foundation, will be wsed aniy for the "purpose”, &s stated in this Fom, for which such sssistances

was requesied by me. )

3) | hereby confirm that | have rot & wili notin lture, avail of reimbursemant, in part or in full, from any ather sourcalemployerinsurance company, of fhe amount

for which this assistance is requested
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AGREEMENT by APPLICANT (amies g #)

1) By affiding my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and it's Truslees 1o
vae/publishipul-upireproduce my name, address, pholo & details of the “purpase”, lor which such assistance bs requestedigranted, through any
medium, including bul nat limited 1o verbal, print, electronic, for soliciling donations for Koshika Foundalion and/or dissaminaiing Information about it's
actvilies/zchisvemenls. Such use of my phota & dotails can ba made by Keshika Foundation before or after my treatmanl or fulfilment of the “purpose”
for which sssistance is being requested

211 (Applicant) furtner agree that ary such use of my name, address, pholo & details of the "purpose”, for which such assistance |s reguesied/granted,
will et automatically antits rme for receiving or confinuing the said assistance. The deciston for granting andlor continuing the assistance will rest solsly
with lhe Trustees of Kashikia Foundation, and their decigion is this regard will be final and acceplable to me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (weme g )

By affiding hereunder, signature of our Authorised Signatory for recommending his case/patient for financlal assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1) it we neliber are presently nor will in fulure svall of fimancial essistance from another NGO or any other source, for the sama patisnl/case, s wa are
raguasting 1o gat from Kashika Foundation, to the exent that such assistance |s granted by Koshika Foundation, If the requested assisinnoe s not granted
by Koshika Foundation, [n part or in full, then ke Hospital reservas [l's right to maks up the shorfall fram another NGO o any other source, This
confirmation essentially states that the Hospital will not avall any duplicale assistance for the same patientcase from any olher NGO or any other sourcs
2] The assistance from Koshika Foundation is only fnancial in nature. The choice of the treatment/procedurs advisediconducied by the Hespltal on the
patlent, is based on the amangement batween the patient & the Hospltal, snd Is In no way influenced by Koshika Foundstion. Hance, tha Hospital will
gssume solo & complete responsibility of the treatment & I's outoome & safety of the patient, and Koshika Foundation will kave no role or responsibility
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