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DECLARATION by APPLICANT: STFws B T ox:

1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any false stalement will render my Application & angeing
liable for rejeciion/cancellation. )

27 | solemnly confirm that assistance, if received from Kashika Foundation, will be used only for the "purpose”, as stated in this Form, for which

was requested by ma,

3) | hereby confirm that | have not & will not m future, avall of remearsement, in part or in full, from any other sourcelemployarinsurance company, of 1

foe which this assistance is reguested
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AGREEMENT by APPLICANT (s14<% g1 %u1)

1) By aiffiing my signature ar thumb impression on this Form, | (Applicant) hereby agree & authonse Koshika Foundation and II's Trustoes Lo
useipublishiput-upireproduce my name, address, phote & detalls of the *purpose”, for which such pssistance |s requestedigranted, through any
medium, Including bul not imited 1o verbal, print, siactronic, for solicing donatlons for Koshika Foundation andior disseminating infarmation aboul ity
activitiesfachievements. Such use of my phota & details can ba made by Koshika Foundation before or afier my treatment or fulfilment of the “purpose”
for which assistance s baing requested,

2| (Applleant) furiner agree that any such use of my name, address, photo & details of the “purpose”, lor which such assistance is requesiedigranted,
will nol automatically entitle me for recelving or continuing the sald assistance. The decision for granting and/or conlinuing the assistances will rest solely
with the Trustees of Koshlka Foundation, and thelr decigion is this regard will be final and soceptable 1o me

1) W TN TR W S W e e,  (amiee) sred i w g wen o e wEine A aee el S sfegn s s d0 o,
s, v s W free v o A S §, 3R Wit T S, R, W o 3giv © e il s seedeed o T Rl O v aem

Wt wed % fo afiege 1Sty w S e ¥ wed m o F w1 & f it wEEm T A Sl sfe b

2} & (xR TR W R T fe o, wm, Wi sl fewn @ fS o ® aqted @ wiv & g E: SR W v T T e |

“wifrm ™ vy T sl W Fofo s sh wond dn

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION : —ud [”%;} 377 {-f/g:f’i
wEw ¥ T W s w fom =

AGREEMENT by HOSPITAL (W & wam )

By alfixing hereundar, signature of our Authorised Signatory for recommending this case/patien for financial assistance from Koshika Foundation, we

{Hospital) hereby affirm & accept following!

.| 1) that wa neither are presantly nor will in future avadl of financial assistance from anolher NGO or any other source, for the same patient/cass, as we are
roquasting fo got from Kashika Foundation, to the extent thal such assistance is granted by Keshika Foundation, If the requested assistance |5 not granted

by Koshika Foundation, in part or In full, than the Hospital reserves It's right to maks up tha shortfall from another NGO or any othar source. This

confirmation essentially states that the Hospital will nat avail any duplicats assistance far the same patignt/case from any other NGO or any olher source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the trealmentiprocedure advisadiconducted by the Hospital on the

patiant, is bassd on the arrangemant balwean tha patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospltal will

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, Gnd Kashika Foundalion will Irve no roke of responsibliity

in the matier.
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