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DECLARATION by APPLICANT. ¥ BRI Hiwel 7o:

1}1 hereby confirm thal a1l detaits In this Form are Truse Lo the best of my knowledge, Any false statament wil render my Applicatian & angoing assistanca, If any,
liakle for rejectionicanceallalian,

2} 1 solemnky confiern Ihat assistance, If recaived from Koshiks Eoundaton, will be used enly for the purpase”, as slsled inthis Form, for which such assistance

was requesied by me,

) | heraty conlirm that | heve net & will not in fulure, avail af reimbusement, in part ar in full, feeem any oiner sourcafemployerinsurance company, of Iha amoun

faor which this psgistance is requesiod.
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AGREEMENT by APPLICANT [smirw 5 a7

1} By alfixing my eignature or thumt impressicn on this Form, | {&pplicant) hereby agree & aulhorise Kashika Fourdatlon and s Trustees to
usa/publishipul-upireproduce my name, address, photo & details of the “purpoge”, for which such assistance |5 requasledigranted. through any
madium, including but not limited to varbad, prinl, electrenic, for soliciting donations far Koshika Foundation and/or disseminating Infommation about it's
activiiiesiachievernanis. Such use of my pholo & details can bo mate by Koshlka Foundation befora ar after my treatment or fulflimant of the “purpese”
for which a3slstance is being requested.

7) 1 {Applicant) further gree Ihat any such uze of my nama, address, phola & detzils of the “purpase”, far which such asslstance is requestedigranted,
will gl automaticatly enlitle ma for receiving or continuing the said assistanca. The decision far granting andfor conlinuing Ihe assistance will cest salsly
with tha Trustees of Koshika Foundation, and their decision is this regard wil e linal end accaptable lo me.
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AGREEMENT by HOSPITAL (Y& BT i)

By affizing hereunder, signature of our Aulharised Signatory for recemmending this case/patient lor financial azsistance frarm Kashika Foundation, we
[Hesplial) heretry affirm & accept following:

1] hal we neithes are prazently nor will in future avail of financial assistance from enother NGO or any othar seurce, for the same patisnticase, as we are
requesting lo gel from Koshika Feundalion, to the axtent thal such assiglance is granted by Koshika Foundation. IF the requesied assistance is not granled
by Kushika Foundation, in part of In full, then the Hospital reserves its right to make up the shortfall from ancther NGO or any other source. This
confirmation easentially states that tha Hespital will not aveil any duplicata asslsiance for Ihe same patlent'case from eny olhar NGO or any ather sourge
2} The assistance frum Koshika Foundation is only fnancial in nature, The ¢holce of the ireatment/procedure advisad/conducted by the Huspital on the
petignl, is based on the armapgemant betwaen the patient & the Hospital, and is in no way ImMuenced by k.oshike Foundallen. Hence, the Hospital wil
assume sole & complete responsibitity of tha treatment & Vs cutcome & satety of the patient, end Koshlka Foundation will have na rola or responsibility

in tha mater.
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