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DECLARATION by APPLICANT: s g =i w3z

1) | hereby confirm that all detalls In this Farm are True to the bes! of my knowledae. Any false statement will rander my Application & ongoing assistanca; if any,
liskie for rejectionfozncaliation,

2) | solemmly confirm that assistance, if received fram Koshika Faundation, will be used only for the “purpose”, &5 stated in this Fom, for which such assistance
wae requastad by me,

3) | hershy confirm that | have not & will not i future, avall of relmbursament, in part or in hull, fram any sther sourcelemployerinsurance company, of the amaunt
for which fhis assistance is regquested,
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AGREEMENT by APPLICANT (#mes 97 07)

1) By affixing my signature of thumb impression on this Farm, | (Apellcant) hereby sgren & aulhorise Koshika Foundation and s Trustees bo
usefpublishiput-upireproduce my name, address, phato & details of the "purpoee”, for which such assistance is raguestadigranied, through any
medium, including bul nat fimited fo varbal, print, elactronic, for soliciting donations for Keshika Foundation and/or disseminating Information about It's
activitiesiachievements. Such use of my photo & delaiis can be made by Keoehlka Foundation befare or after my treatmant or fulfilment of Ihe “purpose”
for which assistance is baing requested.
2) | (Applicant) furiher agree that sy such use of my name, address, phato & details of the *purpose”, for which such assistance is roquestedigranted,
will nat:automaticaly anlitle me for receiving o confinuing the sald assistance, Tha decision far granting andior continuing the sssistance will resl zolely
wilh the Trusiees of Koshika Fourdation. and their decision is this regard will be final and acceplable o me
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AGREEMENT by HOSPITAL (wimms B ST}

By affixing hereunder, signatura of our Authorised Signatory for recommending this case/patient for financlal assistance from Koshika Foundation, we
{Hoepital) harehy affirm & accapl fallowing:

1) that we neither are presently nor will In lulsre avall of financlsl asslstance from anather NGO or any other source, for the same palient'case, s we ars
reguesting to get ffom Koshika Foundation, to tha extent that such sssistance {s granted by Koshika Foundation, If the requesind assistance |s not grantad
by Kashika Foundalion, in partor in full, then the Hespital reserves I's right to maks up the shortfall from ancthar NGO or any other soutce. This
confirmation essantially states St the Hospital will pot aveil @ny duplicate assistance for the: sama pallent/case from any ofner NGO of any other source.
2} The szsistance from Kashika Foundation is only financial In nature: The chojoe of the treatment!procedure advisediconducted by the Hospital on Ihe
patient, is based on the arangament tetween the petient & the Hospitsl, and is In no way influencad by Koehika Foundation. Hence, the Hogpital will

gssume sole & complete responsibifily of the trestmenl & it's oulcome & safety of the patient, and Kochika Faundation will have no role or responsibfiity
in fhe matler,
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