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DECLARATION by APPLICANT: 5@ ¥ a6l e

11 | hareby confirm Ihat all details i this Fomn are True lo the best of my knowledge. Any false statemant will render my Applicalion & pngoing assistance. il any,
liatila For rejectiondcanceliation.

2| solemnly onfirm Ihat assistanca, if received from Kashika Foundation. will be used only for the “purposa”, 2s sigled In this Forn, for which such assistance

was requesled by me.

39 | hereby confirm that | have net & will nod i Riture, avail of reimbursament, in pa of i full, from any other sourcefamployerfinsurancd company. of the amount

for which thes esslelanca is requestad.
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AGREEMENT by APPLICANT [ seicw T @)

11 By affixing my signature or lhumb Impression on this Form, | {Applicant) hereby agres & authotisa Koshika Foundatien and it's Trustees 1o
wse/publishpul-upireproduce my Nams, gddress, pholo & details of the "purpase”, for which syuch aszislance is requestedigrantad, through any
madium, inctuding bul nat imited lo vertal, print, elecirenic, for soliciling damations far Koshlka Foundation andfer disseminating informalion about it's
aclivitissfachisvements. Suech use of my photo & details san be made by Koshika Foundation bafore or atter my treatment of fulfilment of the “purpase”
for which assislance is being requasied.

21 | idgplicant) further ageee that any such uge of my name, pddross, photo & datalls of the ~purpose”, for which such asslstance ia requestedigranted,
will nol sutomaticaly entifle ma fod jecekving or conlinuing the said ssalstonce, Tha dacizion for granting andfoc nlineing Ihe asgiglanca will rast soleky
with tha Trustens of Koshika Foundation, and thair decigion is this regand will be final and prcaptabla lo me.
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AGREEMENT by HOSPITAL {¥&a@ §F FR}

Sy affixing hersunder, signature of our Authorized Signateny for recommending this casedpatisnt fer financial assistanes from Koshika Foundation, we
[Hospital) heraby affirm & sccapl following:

1] *hat we neither are presently nar will in fulure avail of financial asEistan ca Iram ancther NGO or any other source, for the same pelisnt/case, as we are
requesting 1o get from Koshika Foundatian, to the xtent thet such assistance is granted by Koshika Foundation. | the requested assislance is not granied
by Koshika Foundation, in parl of In full, then the Hospital reserves [Us right 1o make ug the shartfall from another HGD or any other source. This
confifmation essantially states that the Hospilal will not svall any duplicate aaststznce for the same patienVcese from any other NGO or any alner source
21 The assistance from Koshika Foundation 15 only finangial n nature. The chaice of the reatmentprocadure advisedfeonducted by the Hospilal on the
palient, is based on the arrangemant between Ihe patlant & the Hospital, and is in ng way Influenced by Kushika Foundation, Hance, ihe Hospital wi
a3EUme 3008 A complete responsibiity of the treaimenl & it's auicome & satety of the patient, and Koshika Foundallon will have na role ar rasponsibility
in the matler.
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