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DECLARATWIN by APPLICANT. =1E%S T/ ST T
1) | hereby confimn that all details in this Form are True b the basl of my knowisdge, Any false staternent will render my Application & ongeing assistance, if any,
liable for rejection'cancelation.

2} | selemnly confinm thal essistance, il received from Kashlka Foundation, will be wserd only for the “purpose”, a3 stated in this Form, for which such assislance
was requested by me.

3] 1 heratry confirm that | have nol & will ot m huture,, avail of reimbursemsnl, in part ar in full, from any other spurce/emplaysrinsUrance camparny, of the amaunt
Tor which this assistance is requested.
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AGREEMENT by APPLICANT ( AETw §m1 %o}

1} By affixing my sigrature or thumb imprassion on this Form, | Applizant) hereby agres & gutharise Koshlka Foundation and it's Trostees W

uge/publishiput-upireproduce my name,_ address, photo & details of the *purpase”, Ior which such assistance |5 requastadigranted, thraugh any

medium, inslading but not limited to varbal, prinl, elecirpnle, for soliciling dorallons for Koshika Foundallon andior disseminaling Informalion about it's

activities/achisvemenis. Such use of my photo & detalls can be made by Kozhika Feundation before ¢r after my treaiment or fulfilment of the "purpose”
[o7 which agssislance 15 being requested

2] | {Applicant] further agres hal any such use of my name, address, phote & delalls of the “purpuse”, lor which such assislance is requesiedigranied,
will nat automatically entitle me Tor receiving or continuing the said assistance. The dacision for granting andlor conlinuing the assistance will rest solely
will the Truslees of Koshika Foundation, and their decision iz this regard will be final snd acceptable D me.
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AGREEMENT by HOSPITAL {¥®FE BT 5T

By affixing hersundar, signature of our Authonised Signaiory for recommending this case/patien lor fimancial assistance from Keshika Foundation, we
{Hospiial] horaby affirm & accept following:

1) fhal wo naittar mre peasantly nor will in future avail of finarcial peestance fom anmther NGO or sny other source, for the 3eme palienticass, 48 we are
requasting 1o gol from Koshika Foundation, 1o the exlent that such assislance i grantes by Koshlkn Foundation. H fw requested assistance is net granted
by Koshika Foundation, in part of in full, hen the Hospital reserves IUs right o ke up ihe shortfell from another NGO or any othar source. This
confemation essentisly states that the Hospital will not avall any duplicate asaisiance for the same patenlicsss fram any other NGO ar any other source,
2) The sssistance lrom Koshika Foundation Is only financial in naturs. Tha choion of the trestment/procodure advisediconducied by the Hoespital on the
patient, i based on the arrangemeni between the patient & the Hespital, and |8 in na way influanced by Koshika Foundatlon, Hence, the Hospital wid
gssume sole & compleds meponsibility of the treatment & I's culcome & sofely of the patent, snd Koshika Fourdaton will have no rele or responsibility

in the mattar.
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