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DECLARATION by APPLICANT: ST9WE A1 Wiy w1;

1) I hareby condfirm (hat all details in thes Form are True (o the best ol my knowledge. Any lalse stalement will rander my Application & ongoing aesistance, I any,
ligble for rejection/canceiation

2} | salemnly canfirm that assistance, if eceived from Koshike Foundation, will be used enly for the “purpase®, as stated in this Farm, for which such assistance

wis reguesiad by me.

33 1 haroby confiem that | hae not & will pat in future, evall of resmbursament, in par or in fll, from any other sowcefemployerinsurancs company, of the smount

for which this asamtance Is requesiad
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AGREEMENT by APPLICANT ({sufss go &)

1) By affixing my signature or humb impression on this Form, | (Applican) horedy agres & authorise Koshika Foundafion and it's Trustoes o

e pubish/put-upreproduce my nama, sddress, pholo & details of the “purpose”, for which such assistance s requested/granted, through any
rradium, nctuding bt nat limited 19 verbal, print, electronic, for soliciting donations for Keshila Foundation and/or disseminating Information sbaut I1's
activities/achisvaments. Such use of my photo & detaiis can he mada by Koshika Foundation bafore or after my treatmant or fulfilment of the “purposa”
{or which assislance is being requested.

21 | [Applicant) furibes agree thet any such use of my name, addreas, pholo & details of the *purpose”, for which such assistance is requestad/gmnted,
will pot swtarratically entite ma for receiving or continuing the sald assistance. The decision for granting endfor continwng the assistance will rest sclely
with the Trustees of Kashika Foundation, and their declsion is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (vemmm 30 9300)

By affixing hereunder, signature of our Authorsed Signetory for recommending this case/patient for nanclal assistance from Koshika Foundation, we
[Hospital) hereby ofirm & sceept following:

1] that we neither s presently nor will in fulure avall of Tinancial asststance from another NGO or sny other source, for the some patient/cass, as we ot
reguosting 1o gel from Koshika Foundation, 1o the extent that such assistance (s granted by Koshika Foundation, If the requested assistance is not granted
by Koshlka Foundation. |n part or in full, then the Heepltal rasarvas U8 right 1o maka up the shortfall from ancther NGO or any other source. This
confirmation essantially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2] Thie musistance from Moshiks Foundation is only financial in nature. The chuoice of the reatmentiprocedurs advisediconductad by the Hospital an the
patlent; is based on the amangement between the patlent & the Hospital, 8nd (s in no way influenced by Koshika Foundation, Hence, Ins Hougial will
assume ol & complete responsibility of the treatment & it's outotsme & safety of the patient, and Koshike Foundation will have no role o responsibility
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