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DECLARATION by APPLICAMT: %% B HNTT 93;

1} heweby confim thal all datalls In this Form are True Lo the best of my knowledgs. Any false statement will render my Application & ongoirg asslstanca, I any,
liable for rejectioncancellalian,

7} 1 sclemnty confirm Ihat assistance, if recaived from Kashika Foundstion, will be used only for the *purpoze”, as slated in this Fem, for which such assistance

was requested by me.

3} | hewaby confirm thal | have not & will nolin lutur, avail of reimbursemant, in part or in Tull, from any other sourcelemphoyerinsurance company, of the amount

Tor which this geskstancs is requeshed,
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AGREEMENT by APFLICANT ( 5e% g0 =)

1) By affialng my slgnalure or thumb impression en this Form, | {Appllcant) hareby agrea & aulhorise Koshike Foundation and 15 Trustees to
use/publishipul-upireproduce my nama, address, phato & details of the “purpose”, fer which such assistance |s requestedigranted, through any
medium, including But e, Imited to verbal, prinl, efectronic, for soliciting danatlang ke Keshlka Foundation andfor disseminzting informalion aboul it's
activilies/achigvemants. Such use of my phole 8 details can be made by Koshika Foundatlon bafore or atter my ireaiment or fulfilment of 1he "purpese”
for which assistance is being requested

211 tAapplleant) funher agree that any such use of my nams, address. photo & delalls of tha “purpose”, for which such assislance is requasiadigranted,
will nat autornalically entille me for recsiving or cantinulng tha sabd assistance. The decision for granting andfor continuing the sssistance wil rest solaly
with 1he Trustees of Koshika Foundation, and thalr daclsion |5 this regard will be final and accaplable te me
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AGREEMENT by HOSPITAL (F=mm Tra #1)

By affining hereundar, signatura of aur Aurthovised Signatory for recommending this casedpatien foe inancial assistanca fem Keshika Foundation, we
[Hospital) heraby affirm & accept following:

1} thal we naithar ara presently ror will in future avail of financiel azsistence from another NGO or any other source, for the same patient'casa, 8s we are
requisling 1o gel from Koghika Foundation, 1o the extent thal such assistance i granled by Koshika Foundaticn, || e requested assistanes is nal granted
by Koshika Foundatian, in part o in T, then the Hoepilal reserves i's fight to make up Ihe shortfall from ancther MGG or any other sourss. This
corfirmation egsenlially states that the Hospital will aol avall any duplicate asslstance for Ihe same patient'cass from any olher NGO or any other source
2} The aszistance from Koshika Foundation is only financial in naturg, The chodoe of the treatmant/precedurs advisedfconductad by tha Hospital on the
patianl, Is based on the amangement between the patignt & tha Hospital, and is in no way influsnced by Koshika Foundalion, Hence, Ihe Hospital witl
aszume sole & complete respansibitity of the treatmenl & it's oulcome & safaty of the palient, and Kaghlka Foyndatlon will have no rele or responsibility

in tha matter.
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