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DECLARATION by APPLICANT: #Té=# BRI T T

111 hereby canfinm that all details in this Form are Tre lo the besl of my knowledge. Any false stalement will render my Application & ongeing assislance. if any.
liabde for rejectivnicance]lation.

211 solermply confirm thal aeststance, if received rom Koghiha Foundation, will be used ooty for the "purpese”, as stated in this Form, for which such assigtance

was requasted by me.

3} hereby confirtn that | have not & will ol i Tulure, avail of reimbursarmenl. in part of in full, from any ather sourcsemployerfinsurance company, of the gerount

faor which this assistance is requested.
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AGREEMENT by APPLICANT {#amw Tm 70}

1) By affixing my signaturs or thumb impression on this Form. | (Applicant} hereby sgrea & anhorise Koshika Foundation and I's Trustees to
use/publishiput-uplreproduce my name, addrass, photo & details of Ihe “purpose”, for which such pssislances is raquesledigranied, through any
mediom, including bul not limited lo verbal, print, electramic, for seliclting donations for Koshike Feundatlon andior dizseminating information atgutit's
acliviliestachlevements, Sush use of my pholo & delails can be made by Koshika Foundation befare or after my treatment or futtitment of the “purpose”
far which assistance i§ eng requested,

23 | [Applicant) furthar agree thal any such use of my name, address, photo & delails of the “purpas4”. for which such assistance is requested/granted,
will fot autematically enlie me far receiving or continuing thi sald assistance, The decision far granling andfor conlinuing the assistance will rast solaty
with the Trustees of Kashika Foundation, and thalr dacision is this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL {¥omm B0 )

By afixing hereunder, signalure of gur Autharised Sigralory for fecommending this cesefpatianl lor financial assistance from Kashika Foundation, we
{Hospital ) hareby affirm & accepd Tolkowing:

1) that we nedher ars prasantly nor will in future svall of financial gsskstance Irom ancther NGO or any othar source, fof the same palienl/case, as wa are
requesting 1o get from Kashika Foundation, to the exient thet such assisiance i granted by Koshika Foundation If tha requested assstance is not granted
by Keshika Foundation, in part of in full, then the Hospital reserves ifs right to make up the shorthall from ancther NGO or any other sowrce. This
confimabon essenliaity states thal the Hospiial will not avei any duplicate assistance for the seme patientcase from any b NGO ar any other source.
%) The assitance from Koshika Foundation |s enly financial in nalure, The choice of the eatmentprocedure advisedficonducted by the Hospital on the
pationt, is based on the srrangement between ihe patient & the Hospllal, and is in no way influsnced by Koshika Feundalion. Hence, the Hespital will
assume sole & complele responsibilily of the treatment & iU's oulcoms & safety of Ihe patient, and Koshika Foundalion will haveg ne fole or responsibility
In the mallar.
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