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1) | hereby confirm that all detalls in this Form are True to tha best 6f my knowledge. Any false staterment will render my Application & ohigoing assistance, it sy,
lishle for rejectonfeencelialion.

2) | solamnly confitm that assistance, if received from Kashika Foundstion, will be used only far the “pUmose’, as statad In this Form, for which such essistance

was-requnsied by ma.

3) | heraby confirm that | have not & wll not In future, avail of relmbursament, in part of in full, from any other sourcefemployerinsurance company, of the amount
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1} By affining my signature or thymo impression on this Form, | (Applicant) herzby Egree & sulhorise Keehiks Feundstion and f's Trusless 1o
use/publishiput-uplieprodisce my name, 2ddress; photo & detais of 1he “purposs”, for which such assistence it requesiadigranted, throwgh sny
madiizm, ncluding but not limited to verbal, print sfectronis, lor soliciting donations lor Koshiks Foundation andiat dlsseminating information about it's
ectivities/achievements. Such uss of my photo & detalls can bi made by Keahliks Fsundatinn before or afier my freaiment or lulffmenl al tha “purpose”
for which asslsiznce s being requested.

2] | (Appiicant) furthier agrea that any such usa of my name, address, photo & datalls of the “purpose”, far which such sssistance Is requasted’aranted,
will not automatically entitle me for receiving or conlinuing the said assistance. The decision for granting andiar coniinuing the sssfstance will rest solaly
with the Trestees of Koshika Foundation, and their decision is this regard will ba finat and acceptable o me.
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AGREEMENT by HOSPITAL (wemm Zm %ot)

By affixing heraunder, signature of our Authorised Signstory for recommending this case/patisnt for financial Bssistance frem Kashiks Foundsation, we
(Hosplml) hersty affim & accept fallowing:

1) thot we nefther are presenlly nar will in future avail of finsnizl assistance from another NGO or any othar source, for the same pationtcase, as we are
raquesting 1o get from Kezhika Foundation, to the extant thet such assistance Is granted by Koshika Foundation, If the requested assisience s nol gramted
by Koshika Foundation, in part or in full, ihen the Hospltal reserves I3 right 1o maka up tha:shartfall fram snother NGO ar eny other source, This
confimmation ezsantlally stafes that the Hospltal will nat svall any duplisate assistance for the same patisnlicass from any other NGO o any oiher sourca.
£) The assistance from Koehiks Foundaticn is only fagncial in ralure. The chalea of tha Yeatiment!procodure advised/eanductad by the Hespllsl on the
patient, |s based on the arrengement bistwesn the patient & the Hospial, and @ In no way influenced by Kaoshlka Foundation. Hance, the Hospitat will

2ssume 5ol & complote responsibiily of the treatment & Vs cutcome & sofely of the patient, snd Koshika Faundation will hove no role et responaibility
in the matiar.
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