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DECLARATION by APPLICANT: [Tw BRI 5o oa-

1) | heroby confitm hal all detalls in this Farm ane True 1o tha best of imy knowledge, Any false statement will render my Application & ongoing assistance, iFany,
liabile for relectionfcancellation,

2) | salsmnly conlirm that assistance, If received from Kashika Foundafion, will be used phly for the “purpose’, as stated In this Form, lor which such assistance

was regutiad by e,

3} | heraby confirm that | have not & will not in fulure, avail of relmbursamant, in part o in full, fram any other soucsemploytcinsurance company, of the amaun]

for which lhis assistance is requested
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AGREEMENT by APPLICANT (s gim 790

1) By affixing my sigmature ar thumb impression on (his Form, | (Applicant) hereby agres & authorise Koshika Foundafion and if's Trugsiess to
use/publishipul-upireproduce my name, address, photo & detsils of 1Me “purpose”, far which such assistante is requosied/granied, (heough ary
midium, including but nol limited 1o verbal, print, elecironhe, for soliciting donations for Kashika Foundation and/ar disseminating Infarmation about |9's
solivibesfachievements. Such use of my photo & detsils can be made by Koshika Foundation bafors or after my treatment or fullimant of the “purposs”
for which aesistance s being requestad

2} | [Applicant) further agres thal any such use of my name, address, photo & detalls of the “purpose”, for which such essistance is requestedigrariled,
will rot aulomatically anlifie me for receiving or confinuing the said assistance. The decision for granting andlor canfinuing the assistance will rest solaly
wilh the Trustees of Koshika Foundation, and thait decision is ihis regard will ba final and accopieble 1o me
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AGREEMENT by HOSPITAL (7 30 %TH)

By fficing hsreunder, signalute of our Aulhoreed Sgnatory for recomimanding this case/patient for financial assistance from Kashiks Foundation, we
{Hospital) hareby afirm & accept following;

1) that we neithar are prasently nor will in fulure svall of financisl sssistance trom another NGO of any other source, Tor the sama pationtcase, o8 wo are
raguasting to gat fram Koshika Foundation, 1o the extent that such assistanca i= granted by Koshika Foundation. I the requasted assistance i3 not granfad
by Koshia Foundation, in part or in full, then the Hospital reserves it's nght to make up the shartfall from anather NGO or any other source. This
confirmation assentially states that the Hospital wil not avail any duplicate assistance for the same patient/case from any other NGO or any other source,
2) The sssitanon from Keshika Foundation is only financial in nature. Tha choice of tha roatment/procedure advised/conducisd by the Hospital on tha
patiant, is basad on the arangement belwesn the patlent & the Hospital, and |g in no way influenced by Koshika Foundation. Hance, the Hospital wil
assume sole-d completa responsibility of the treatmaent & i'e outcome & safoty of the patient, and Koshika Foundation will have no role or responsibility
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