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DECLARATION by APPLICANT: wriTs gm whee

1} | hereby confiem thal a8 delads in this Form ane True to the best of my knowledge, Any false statement will render my Agplication & ongoing assistance, i
lable for rejection/canceliation. il " o

2§ | solnmaly confirm that ssaksisnce, ¥ recalved from Koshiln Foundation, will be used anly for e “parpose”, as stated in s Form, for which such assistance
wan requesied by ma

3} | hareby confiem Shat | have not & will not in Buture, avall of rembursement, in part or in i, from sy other source/employerinsurance company, of the amount
for which this assistance 15 requested
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1) By affixing my signatuie or ihumb impression on this Form, | (Applicant) hessby agroe & nuthoriss iCoshiks Foundation and it's Trustoes to
use/publish/pul-upreproduce my name. address, photo & details of the "purpose”, for which such assistance is requestedigranted, through any
madium, including but not Umiled 1o verbal, prinl, electronie, for soliciting donations for Keshika Foundation andior disseminating Information about it's
aciivitles/achieeements. Such use of my pholo & details can be made by Koshilca Foundation bafore ar afier my treatmant or fulliiment of the “purpose”
for which assistance s being requestad.

2) | {Applicant) furthar sgree thal ary such use of my nama, addross, photo & datalls of the “purpose”, for which such assisiance s

will not automatically enfite ma for receiving or continuing the said assistance. The decision for granting sndior continuing the essistancs will rest solsly
with tha Trustees of Kashika Foundation, and thalr decision (s this regand will be final and acceptable to me.
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AGREEMENT by HOSPITAL (wrms gm w30)

By aflixing hersunder, signalure of our Aufhorised Signatary for reoommending this case/palient for finsncinl assisiance from Koshiuas Foundation, we
{Hospital) hersty afirm & accept follawing:

1} thal we peither are presantly nos will in future avall of financial assisiance from another NGO or any other source, for the sama palisnicase, os we are
requasting (o gl rom Koshiks Foundation, to the exdent thal such assistance is granted by Koshika Foundation, if the requested assistsnca ks not granted
by Koshixa Foundation, i part or in ull, then the Hospital reserves s right to make up the shortfall from ancther NGO or any other source, This
confirmaton essentially stales that the Hospital will not avall any duplicale essistance for the same patlent/case from any othes NGO or any olfver source.
2} The sssistance fram Koshika Foundation is only financial in nature. The choloe of the reatmenliprocedure advised/conducted by the Hospital on tha
pabent, s bassd on the arangemenl between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hanca, the Hoapital will
assuma solo & complate responaibiity of the treatmaent & s culzome & salaty of tha patien), and Koshika Foundation will have no mie of respansibility
in e mailer.
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