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DECLARATION by APPLICANT. #T=% 0 Wi vs:

1) 1 hereby confirm st afl details n his Form ae True 1o the beet of my knowledge Ay false statarment will rendes my Application & angoing assistance, if any.
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AGREEMENT by APPLICANT (3w §0 %)

1) By affxing my signsture or thumb impreasion on this Farm, | (Apglicant) hereby agres & authorise Kashika Foundation and I's Trusiess to
une/publishipul-uplreproduce my nama, addrass, photo & detaile of the “purposs”, for which such sssistance is reguasted/grantad, through any
miedium, inciuding but not limaed 1o verbal, print, electronic, for solkiting donations for Koshika Foundation andior disseminating information about iU's
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By affixing hersundar, signature of our Authorined Signatocy for recommanding (his caselpatient for financisl assistance from Koshika Foundation, we
[Hospital) hersby affirm & acoepl following

1] that we heitho! sre prosisnlly ror will i future svail of financinl asuistance from anothor NGO or ary aiher source, for the same patient/case, as we are
requesting 1o get from Koshika Foundation, to ie exlent ihal such assistancs |s granied by Kashika Foundation. If the requesied assstance s not granted
by Koshika Foundatian, in pan. or in full, thisn the Hoaplisl reserves it's right 1o make up tha shortfall from anaiher NGO dr any other source. This
confirmation essentially states that the Hospital will nol avail any duplicats sssistance for the same patienticase from any other NGO or any other source.
2] The sssistance irom Koshika Foundation is only financial in nalute; The chalce of the freatmantprocedune advisedicanductod by the Hospllal on the
paiiant, is besed on the smangement between the patient & tha Hospital, and ks In no way influenced by Koshike Foundation. Hence, the Hespital will
assume solo & comglete respangiility of the trentment & il outcome & salety of the patlant, and Koshika Faundation will have no role or responsibility
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