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DECLARATION by APPLICANT. FTHESR ERT W79 T4:

4] | hereby confinm that gl detalls In this Form are True Lo the best of my knowledoa. Any [alza statement will ke my Application & ongoing assistancy, f any,
liabde far rejection/cancellation,

2] 1 splemrly eanfirm thal assistance, if received from Kashika Foundation, will be usad enky for the "purpose”, as stated in this Form, fer which such assistance

was requested by me.

3) 1 hereby confinm thal | have not & will nol in futurs, sveil of rimbursemant. in part or in full, fremn any alher sourcefeMpIDYRAINSUraNGe compary, of Ihe amoum

for which this asistence s raquastsd.
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AGREEMENT by APPLICANT (smF o6 +00)

1] By affxing my signature or thumb Impressian on ihls Fom, | (Applicant) hareby agree & authorise Koshika Foundalion and it's Truzlees Lo

wr&edpu blishd pul-up/reproduss my name, address, phote & details of the *purpose”, lor which such asslgtance iz requestedigranied, through any

medum, including bul net limited lo verbal, print, glacironlz, for soliclling donalions for Knshika Foundation andfor disseminating infarmalion about 1t's

acliviliestachlevaments. Such use of my photo & detalls can be made by Kashika Foundation belore or afler my traatment of fulfilment of the *purpose’

for which assistance ig being requasted.

2} | [Appligant} furthar apree (hal any such use of my name, address, pholo & details of the “puepose”, for which such assistance is requasiadigranted,

will net auternatleally entitle me for receiving or eontinuing the said assistance, The decision for granting andicr continuing the asslstance wilk rest solaly

wilkh thie Trusiees of Koshika Foundalion, amd their decigian is (his regard will ba final and acceplable to me.
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AGREEMENT by HOSFITAL (yem® Im %)
By affixing hereundar, sigralure of our Authorised Signatory for racommending this casefpalient for linancial assistance from Koshika Foundetion, we
{Hospital) heraby affirm & accapl lollowing:
13 that we neither arg presanily nor will In future avail of inancial assiglance rem another NGO or any olhar source, lor the sama patenticase, as we ane
requesting o get from Koshika Foundstion, o the entent that such assistance is granted by Koehika Foundation. il the requested sssistance is not gramnilead
by Koshika Foundatlan, in part or In full, 1hen the Hospital reserves ICs right 1o make up the shorlall frem another NGOG ar any other spurce. This
confirmalion essentislty slales thal the Haspital will not evail any duplicate essistance Tor the sama patientcase frem any olher NGCHor any dthar sirce
2] The assistance irom Koshika Foundation is wnly firancial in nature. The choice of the treatrmeniprocedure advisediconducied by the Hospital on the
patient, i3 based on the arrangemani betwean the patienl & the Hospllal, and 15 In na way influenced by Kashika Foundation. Hencs, the Hospital wil

aszume zola & complele responsibility of the treatmant & Iz cutcome & safety of Ihe patienl, and Koshika Foundation will heve ng mle of respensibility
in Ihe matier.
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