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DECLARATION by APPLICANT: ‘STiT® 1) wimy uy;

1) | hereby confirm that all details in this Form are True to the best of my knawledge. Any falss statement will render my Application
limbila for atharn,

2) | solemnly confirm (hat pesistance, if racalvad from Kashika Foundation, will s used anly for the "purpose’, as slated in this Form, for whi

was requesied by ma.

3) | heraby confirmithat | have nat & will not in future. svall of eimblrssment, in part or In full, from any othar sourcafemploverinsurance company, of th
for which this ussistance |s requesied.
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AGREEMENT by APPLICANT (sview 50 w00)

1) By affixing my signature or thumb impresslan on this Form, | (Applicant) hereby egree & authorise Koshika Foundation and i's Trusiees i
use/publishipul-upiraproduce my name, address, pholo & detalls of the “purpose”, for which such esalstance is requestedigrantad, through any
medium, including but not limited 1o varbal, print, electronlc, for eoliciting danatlons for Keshika Foundation andior disseminating information aboul it's
activitiss/achisvements. Such use of my pholo & detalls can be made by Koshlka Foundation bafare or after my lreatment or fullliment of the “purpose”
for which essistance s baing requested. ]

2| (Applicant) further agree Ihat any such use of my name, address, photo & dotalls of tha *purpoee’, for which such assistance Iy requestadgranted,
will not aulomatically enlitle me for receiving or continuing the said assistance. The decision for granting and/or cantinuing the sssistance will rest solely
with the Trusiees of Koshika Foundation, and their decision is this regard will ba final end acceptabie to me.
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AGREEMENT by HOSPITAL (veme g W)
By affixing hereunder, signature of our Authorised Signatary for racommending this caseipatlent for financial essistance from Koshika Foundation, we
{Hospital) heraby affirm & accepl ollowing:
1} that we neither are presently nor will in fulurs avall of financial aselsiance fram anolher NGO or any olher source, for the same paliont'case, as we ar
requesting 1o gel lrom Koshika Foundation, to the extant that such assisiance is grantod by Koshikn Foundation. If the requested assistance is not granted
by Keshiks Foundation, in part or in full, then the Hoapital reserves it's right to make up the shodfall from another NGO or any other source. This
confirmation essentislly states thal the Hospltal will not avall any duplicale assistance for the same patientcase from any other NGO ar any other source,
2) The assistance from Koshike Foundation is only financial In naturs. The chalce ol the treatment/procedure sdvised/conducted by the Hospital on the
patient, Is based on the arrangament between the patient & the Hospital, and is in no way Influsnced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatmenl & I's oulcome & safety of the patienl, and Koshika Foundation will have no role or responsibility
In the matter,
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