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DECLARATION by APPLICANT: SETE T S 3;

1) | herety confirm that all detadls in This Form are True 1o the best of my knowledge. Any lalse stalement will render my Application & ongoing assistance, If any,
fimbier for refaction/cancettation,

2) | solemnly confirm that assistance, i recatved from Kashika Foundation, will be used enly for ihe *purpose”, as stated [n this Farm, for which such assistance

wis redquestad by me

A9 | pusrastry condiem thist | have not & will pat in future, @vail of resmbusement, in part o 0 full, frem any other sourcelemployesinsurance company, of the amount
for which this assistancs is requesied
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AGREEMENT by APPLICANT [ siew gl i)

1) By affixing my signature or thumb impression on this Foerm, | (Applicant) hersby egres & authorive Koshika Foundation and il's Trustees 1o
uselpublish/put-up/reproduce my name, addrass, pholo & detalls of the “purpase”, for which such assistance [s requested/granted, through any
medium, Incheding but not imited 1o verbal, print. electronle, for soliciing donations for Keshila Foundation andler disseminaling information abaut I's
activiesfachiovemenls. Such uss of my photo 8 delaits can ba mada by Koshiks Foundation before or aftar my treatment or fulfiimeant of the “purpose”™
for which assisiance ks being requested,

2) | [Applicam) turther agrea that any such use of my name, address, pholo & details of Ihe *purpose”, for which such assistance is requested/granted,
will nal automalically entile me for receiving or continuing the sald assistance. The declsion for granting andfor confinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision s this regard will be final and acceptabie 1o me
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AGREEMENT by HOSPITAL (7=mm 50 %IN)
By wffizing hereunder, signature of sur Authorisad Signatory for recommending this caseipatiznl for financial assistance from Koshika Foundalion, we
{Hospital) harsby affirm & accapt following:
1) Ut e uibied are pregently nof will in fulure svail of financial assistance rom another NGO or any othar soufos, for the same patienticass, o8 we ane
raguesting o get Irom Kashika Foundation, 1o the extent that such assistance is granted by Koshika Foundation, If the requasted assistance s nof granted
by Koshika Foundation, in part ar in full, then the Hospital reserves it's right to make up the shorifall from snother NGO or sy other source. This
confirmistion essentially states thal the Hospital will not avall any duplicate assistance for the same patient'casa from any other NGO or any other source
21 Tha assistancs fram Kashika Foundation is anly financial in neture. Tha choice of the trestment/procedure advised/conductad by (he Hospital on the
patiant, is kassd on the arangement betwean the patient & the Hospital, and is in ng way influenced by Koshika Folundation. Hance, tha Hokpital will

aasme sole & complels responsitility of the treatment & its outcomea & safoty of the pathenl, and Koshika Foundation will have no role or responeibility
I the matter,
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