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DECLARATION by APPLICANT: ST Tm W w3

1} hareby confirm Ihat all details in this Form are True to the best of my knowledge. Any falsa statement will render my Applicalion & engelng assistance. i any.
fiable for rejection/cancallatan.

2} solemily confirm (et assistance, if received from Kishika Foundalion, will be used only for the “purposa’, as staled in this Form, fer which such essislance

wae requasted by mo

3) | hereby confirm fhat | have not & wall mot in fulure, @vail of reimbursemant, in part orin tell. Fram any other source’smployerfinsurance compary, of the amount

far which this assistance s requesied
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AGREEMENT by APPLICANT ( aners gl =}

1y By affixing my signature or lhumb knpresslon on this Form, | {Applicant} hereby sgmaa & authorize Koshika Foundation and it's Trustees to
useipublishipul-upfrepraduce my name, address, photo & datalls of the purpusa”, for which such assisiance is requestedigranted, through any
medium, including bul not imlted 1o verbal, print, alectranic, for soliciting donatlons for Koshike Faundatlan andfor disseminating information sboul Ii's
aoliviies'achievemants, Sush use of my pholo & detsils can be mede by Keshlka Foundation befgre or after my trealment o fulfilment of the “purpose”
for which assistance iz being requested.

2} | (Applicant) further agred that any sush wes of my name, address, photo & details af the “purposs’, for which such asslstance is requesladigrantad,
will nol automatically entitke me for Freceiving of conlinuing the $aid assizlance. The decigion for graniing andier conlinuing tha assislance will rest sodaly
wilh the Trustess of Koshika Foundation, and their decision i5 this regard will be fingl and acceptabla 1o me.
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AGREEMENT by HOSPITAL (WRmm T +0}

By affixing hersunder, signature of our Authorised Signatary for recommending Lhis caza/patiznt for finangial azsistance from Koshika Foundation, we
{Hospital) hereby affirm & accapl fallowing:

1) ihat wa neither sre presently nor will in future avall of frahcial assisiance frofm another NGO or any other source, for the sama patieni/case, as we are
requosting to gt from Koshika Foundation, to the exient that such assistance & granted by Kashika Foundation, If ihe muested assstance s nol granied
by Koshika Foudation, in pant or in hull, then the Hospital resarves it's ight to make up the shortiall from apothet NGO or any other eaurce. This
confirmation assentially statas Mal the Hozpital will nol avall any dupbcale sssistance tor the same patlenticass from any olhe NGO or any piher source
2) The sesistance from Koshika Foondation is only financiad in nstue The choice of (he reatment/procedore advisedfconducied by the Hobpstdl on the
patient, i based on the arrangemant botween tha pathent & the Hospltal, and is in no way inflienced by Koshika Foundation. Hence, the Hospital wal
assume sole & compiata resporaiblity of the treatment & if's outcome & safaty of the pationt, and Koshika Foundation will hove no rote of reRponsibility

in the matter,
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