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DECLARATION by APPLICANT; e g sion 7m: \\
1) | heraby confiem that all detadis in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing
liatile for rejectionicancedation,

2) | solemnly confirm that assistance, i received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form. for which
was mguesind by me. .
3) | nereby confim that | have not & will nol in future, avail of reimbursement. in part ar in full, from any other sourcelemployesfinsuance company, of th,
for which this nasistance s requesiad.
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AGREEMENT by APPLICANT (W% §I0 %110

1} By afiiing my signature or themb Impression on this Form, | (Applicant) hersby agree & authorise Kashika Foundation and It's Trustees o
gsalpublish/put-up/reproduce my name, sddress, photo & details of ihe “purpose”, for which such assistance |s requesiedigranted, hrough any
madium, includng but not imited to verbal, print, electranic, for soliciting donations for Koshika Foundatlon andior disseminaling information about il's
activities/achisvements, Such use of my photo & detalls can be made by Koshiks Foundation belors or after my treatment of fulliment of the “purpose’
fior which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance is requesied/granied,
will nel sutomatically entitle me for receiving of conlinuling the sald assistance. The decision for granting andlor continuing the ssaistance will rost solaly
with the Trusiees of Koshika Foundation, and thelr decision is this regard will be final end acceptable io me.
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AGREEMENT by HOSPITAL (¥omie [ i)

By affling hersunder, signalure of our Authorised Signalory for recommending this case/patient for financial assistance from Keshiks Foundatien, we
{Hosaiial) heraby 8fm L aceepl following:

1) that we neither are presently nor will in future avall of financial assistance from ancther NGO or sny other sburce, for the same patianiicase, &5 we are
roguesting (o get from Koshike Foundation, to the extent that such assistance is granied by Koshika Foundation. If Ihe requested assslance |5 nol granted
by Koshika Foundation, in pan or in full, then the Hospital reserves I's right o make up the shortfall from another NGO or any other source. This
corfrmation essentially sisles that the Hosplial will not ovall any duphcets assistance for the same patfenticass from any cthar NGO or any other source
2) The assistance lrom Koshika Foundation is only fnancial in nalure. The choice of the realment/procedure advisediconducted by the Hoapital on the
patient, l= bazed on the arangemant betwean the patiant & the Hospital, end i in no way influenced by Koshika Foundation. Hance, the Hospital wil
assume sole & complels responsibility of the treatment & it's culcome & salety of ihe patient, and Koshika Foundation will have nd rola or responaibilily
in thy maitar,
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