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DECLARATION by APPLICANT: SFTs BT Wwen 73
“I'mm Ihal & detalls in this Form are True to the best of my knowlodge. Any false stalemant will render my Application & ongoing essistance. If any,
2) | solemnly confirm that assistance, If recaived from Kashika Foundstion, will be used only for the “purpase”, as slated In this Farm, lor which such assistance
wars requesied by me.

31 | hereby confirm that | kave not & will not in future, avail of reimbursamant, in part ar in lull, frem any other sourcefemplovarinsurancs company, of the amount
for which this assrstance |s requested

1) & v o f B g e | f o ol fae 5 e @ s v o w0 b ooR e e o e s T owe € A 4 ww fee E owm wen b

1) 4 gm A wen ofn Csfen W, @ @ W oo §, T T T vhv o O & P few e, o o oo F s 4

1) 9 qw wem f 1% T mwen t e omd w1 o @, 28 ufn w wew o owew feen feh s st weel 6 9 @ fao & o9 ofies o om)
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1} By affixing my signsture or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshlka Foundation and it's Trustess 1o

use/plblishiput-up/reproduce my name, address, phote & detalls of the “purpose”, for which such assistance is requestedigranted, through any

medium, including bul not imited to verbal, prinl, stectronie, for soliciing donations for Koshika Foundation andfer disseminating information aboul t's

activiles/achipvements. Such use of my photo & details can be made by Koshika Foundation betore or afler my treatment or fullilmant of the “purposs®
foe which assisiance is being reguesied.

2) | (Applicant) further agres that any such use of my name, address, photo & datails of the “purpose”, lor which such assistancs is reguesied/grantad,
will nol sulomatically entitle me for receiving or conlinuing the sald assistance. The dacision for granting andfor continuing the assistance will rest solely
wiih the Trestens of Koshika Foundation, and thelr decision is this regard will be final and acceptable (o me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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AGREEMENT by HOSPITAL (Wumm 5 1)

By affiving hereunder, sigrature of our Aulhansed Signatory for recommending this casefpatlant for finanoial assistance from Koshika Foundation, we
(Haspital) heraby affirm & sccept fallowing:

1] that we neither are prasently nos will in future availl of financial assistance from another NGO or any othar sourca, for the same patient/cass, as we are
reguesing o gel from Koghika Foundation, to the extent that such assistance is granled by Koshika Foundation. If the requested assisiance 1 not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not aveil any duplicate assistance for the some patlenticase from any other NGO or any ather source
2) The gssistance from Koshika Foundation iz only financial in nature. The choice of the ireatmenlprocedura advised/conducted by the Haspital on the
patient, is based on the arrangement batween the patient & the Hospltal, end |s in no way Influenced by Koshika Foundation. Hence, the Hospital will
assuma sale & complete responsibility of the treatmant & (I's outcoma & salety of the patient, and Koshika Foundation will Have no role or responsitiiity
In the matter
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