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DECLARATION by APPLICANT. &E=® g7 Wiewr m:

1) 1 hereby confinm that 2kl details I this Form are True to the best of my knowiedge. Any falsa stalement will render my Applicaticn & ongalng assislanee, if any,
liahle for rajecioncancetltion.

71+ sdemnly canfimn that pssistance, if received from Kashika Foundation, will be used anly Tor Ihe “purpose”, as staled In this Form_ for which such psuislance

was requasted by me,

3} 1 hereby sanfinm that | hava nol & will not in future, Svail of raimtrrsement, i pad o in full, from any other sourcelemployerdnsUrance campany, of ine amoaun
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AGHEEMENT by APPLICANT | spes g 11

1% By affizing my sigrature or thumb impression on this Form, | {Applicant) hereby agrea & aulhotise Kashika Foundation and i's Tastess to
use/publishiput-upireproduce my name, addrass, pholo & delalis of the “purpsse”, for which such assistance I requesiedigrantad, through any
medium, including but net limites to varbal, prinl, skcirentc, for soliciting donatlons for Hoshlka Foundation andfor disseminating information abaul it's
activilesiachievemants. Such use of my photo & detalls can be meds by Koshike Euundation before ar aftar my treatment or fulfitment of tke ‘purpose”
for which assistance is being requested.

23| (Applicant) furiher agroe that any such uge of my name. address, pholo & datalks of 1he *purpose”, for which such assislance is requestedigranted,
witl ned atamalicaly eabile me fod recaning or continuing the said azsistance. Tha decision for granting endfor continuing lhe asslstance will rest solaly
wilh (he Trustees of Koshika Foundation, and their decislon is 1his regard will ba final and ecceplable to me,
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AGREEMENT by HOSPITAL (#0951 ¥R}
By affixing hereunder, signature of our Aulharised Signatory for recommending this case/patient lor finencial assistance from Koshika Foundation, we
{Hospital) haraly afinm & accept following:
1} thal we neither are presently oo will in luture avail of financial assistance from ancthar NGO or any othar source, for the same palient'case, as we are
requasting Lo gel frem Kashika Foundation. 1o tha exient thel such assistance is granled by Koshika Foundation. I the requesies assistance is not granied
by Kaxhika Foundatian, in part or in full, then the Hospilat reserves iI's hght to make up the shortfall from anpther NGO of any other sourea This
confirmation wssentially states Ihal tha Hospital will nal avail any duplicate asslstance for Ihe same patientcase from any other NGO or any qiber source
2} The assislanca from Koshika Foundalion is only financiad in natura. The cheics af the Ireatmeniiprecedure advisedfoondustead by the Hosailal on the
patrent, is based on the arrangement between the patient & the Hospllal, and is In no way InAuenced by Koshika Foundalion. Hence, Tne Hospital will
assume sole & complele responsibility of the fraatment & 0 outcome & salaty of Iha patient, and Koshika Foundalign wiil hava no role or msponstbility
in \ho malier.
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