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DECLARATION by APPLICANT: Srimw E1 SIvem :

1} | hieraby confirm that &ll detalls in this Form are True 1o the best of my knowledge. Any false staternent will render my Application & ongoing assistance, If any,,
liabke for rejection/canceliation.

2) | salemnly confirm thet ssslstance, if received from Kashike Foundation, will be used onfy for the “purpose”, as stated in this Form, for which such assistance

was requestad by ma

3} | hereby confiom tnat | have not & will not in future, avail of reimborsament, v parnt or in kil from any other sourcefemployerinsurence company, of the amaount
for which this assistance is requestad
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AGREEMENT by APPLICANT ( s 0 )

1} By efitxing my sighature or thumb impresgion on this Form, | (Applicant) hereby agree & aulhoriss Koshiks Foundation and it's Trustees to

usefpubiish/put-uplraproducs my name, address, photo & detaiis of the “purpase”, for which such assisiancs is requestad/grantad, through any

medium, mchuding trut not limited to verbal, print, slectroniv, for saliciting donations for Keshika Foundalion andfor disseminating information abou t's

artivitlss'achisvemants Such use of my photo & details can be msds by Kashike Fourdation before or aftar my treatment ar fulfilment of thi “purpose”
for which assistance s baing requesied,

2} | [Applicant) furthar agres that any such wse of my name, address, pholo & detalls of the “purposes”, for which such assistance is requestedigranted,
will net aulsmatieally antitle ma tor recelving ar continulng the sald assistance. The decision for gianting andier confinuing the assistance will rest salaly
wilth the Trustees of Koshiks Foundation, snd Yresr decision is his regard will e final and scoeptable o me
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AGREEMENT by HOSPITAL {egwEm gm &1)

By affiming hereunder, sgnature of our Author|sed Signatory lor recommanding this case/patient for financial assisiance from Koshike Foundation, we
[Hospital) heretry affirm & acoapt following

1) that we neithar are presently nor will it future avall of Anenciel sesistance from sncther NGO or any other source, for the same patienticase, 83 we aro
requesting Io gl from Koshika Foundation, 1o the exient (het such assistance is granted by Koshiks Foondafion. If tha requested assisiance IS not granted
by Keshika Foundation, In pan or in full, then the Haspitsl resarves [t's rght 1o make up the shortfall fram snother NGO or any other soures. This
confirmation esseniinlly states thel the Hospital will not aveil any duplicate assistance for the same patient/cass Irom any othaer NGO or any other source,
2) The assistance from Koshika Foundstion is only financial in nalura. The cheice of the treatment/procedurs advised/conducted by the Hospital on the
patient, is hased on the arrangement between the patient & the Hospitai, and is in no way influencad by Koshika Foundatlon. Hence, the Hospital wil
assume sole & complete responsibiiity of the reatment ﬂ..ll's pulcome & salety of ihe palient, and Koshiks Foundation will have no role or responsibility

in the matier.
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