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DECLARATION by APPLICANT. =T Tm <oy w4;

1} | hereby confinm ihal all detalis in this Form are True 1o he best of my knowledge. Any lalse statement will render my Application & ongoing assistance, If any,
lizhie for rjectionicancatation.

2) | solemnly confirm that assistance, If ecabved fram Koshika Foundalien, will be used only lar the “purpose”, as atated in this Form, for which such assistance

was recuested by me

3) | hareby confirm hat | have not & sl pot in fulure, avall of reimbursemient, in pait o la lull, from any oihier source/employerinsuranca compary, of tha smount
for which e assmtance i3 requesiod
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1) By afixing my signalure of thumb impression on this Form, | (Applicant) hereby agree & suthorise Kashiks Foundation and i's Trustaes o

wiafpublishiput-uplreproduce my name. sddress, photo & detalls of the *purpese”, for which such assistance is requested/granted, through any

madium, Including bul nol kmited 1o verbal, print, slectronic, for saliciting donations for Koshika Foundation andfor disseminating Informalion aboid it's

activiles/achisvemants, Such uss of my photo & details can be made by Koshike Foundation before ar after my treatment or fulfilment of the “purpose”
for which assislance & being equesiad

21 | (Agplicant} further agree thal any such usa of my name, address, pholo & detalls of the *purpose”, for which such assistance |s requested/granted,
will not! automatically entitle me for receiving or continuing the said assistance. The decision for granting andier confinuing the sesistance will reat solely
wilh the Trustaes of Keshike Foundation, and their decision s this regard will be final and scceptabile 1o me,
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AGREEMENT by HOSPITAL (wemmer 300 =T}
By aflizing hereunder, sigrature of our Auihorsed Signatory for ecommending ths case/patient for inanclal assstance from Koshika Foundalion, we
(Hospital) horeby affitm & accept Toliowing:
1] that we nelther are prasently nor will In fulure avall of financlal assislance from anolber NGO or any olher source, for ihs same patisnt'case, s we ans
reuesting o gel from Koshika Foundation, 1o the extant thal such assstance & granted by Koshika Foundation. If the requested assistance is not granted
byy Koshika Foundation, in par or in full, then the Hospital reserves I1's rightl lo malke up the shortfall from another NGO or any ofher souroe: This
confirmation essantially sintes that the Hospital will not avail any duplicate assistance for the sama patisnticase from any other NGO or any other source
2} The assistance from Koshika Faundation |s only financial in nature. The cholee of the treatmentiprocedure sdvised/conductad by the Hospltal on the
patent, is based on the arangement betwesn the patient & the Hosptal, and s in no way infuenced by Koshika Foundation. Hence, the Hospital will

swsume soie & complete responsibility of the treatmant & it's outcoma & safety of the patient, and Koshika Foundation will have no role or reaponsibility
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