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DECLARATION by APPLICANT. ¥THTW FRT Whom wa:
1} 1 harshy confirm that all dedaits in this Farm ara True to the bast of my knowledge, Any false statament will rendar miy Appdication & ongoing agsistance, if any.
liabde for rejection/cancetiation.

211 sodermnly confirm that assislance, # recalved from Kostika Foundation, will ba used only for the "purpase”, as slated in thls Form, lor which such assistance
was requested by me.

3) | heeaby canfirm that | have nal & will not in future, avail of relmbursemenl, in part o in full, rom any other sourcelempoyerinsurancs company, af the amaourit
Iy which (hiz assistance is requested.
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1) By afixing my signalure of thumb Impressicn on this Form, 1 {Applizant) heraby apree & authorisa Koshika Foundalion end it's Truslees lo
uselpublishipul-upireproduce my rane, address, phato & delsits of the "pupose”, for which such assizlance is requestadigranted, through any
medium, ingluding but not limited to varbal, prinl, electronic, for saliciting donations for Koehlka Foundalion andier dissaminating informalion about it's
acliviiestachlevements. Such use af my photo & detsils can bo made by Koshlka Foundation before or after pay ireatment of Lulfilment of the "purpase”
for which aseistance is being requested.

2} | [Applicant) further agree That any such use of my name, address, photo & detalls of the “purpose”, for which such assislance is requasiedigraniad,
will not aulomatically entitle ma for receiving o cowlinuing the said assistance. The decksion Tor granting andlar eontinuing the assistance will rast solely
wilh the Trustees of Kashika Foundation, and their decision is this regard will be final and acceptatie to me.
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AGREEMENT by HOSPITAL (¥T7R M &%)

By affining hereunder, signatuwe of gur Authorised Signatory for recommending this casefpatient for hnancial assislance from Koshika Foundation, we
{Hospital) heraby affirm & accept following:

1) st we plther are presenty nor will in future avell of financial sssistance from anglher NGC or any alher source, for the seme palignticase, as we are
feguesting 1o gel from Koshlka Foundation, 1o the exient (ha! such assisiance is granted by Koshika Foundation. If the requested assistance is el granted
by Koshika Foundatian, in par or in full, then the Hespiial reserves I1's ight to maks up the shonfall from another NGO or any ether source. This
canfirmation essentally siates that fhe Hospital will nol avail any duplicate assistance for the same patienticase from any other MGC gr gny gther source
21 The assisiance from Koahika Foundation ls only financial m aature. The cheoice of the treatmentiprocedure advisediconducted by the Hospilal on the
patent, |8 based oo the arrangaman betwesn the patient & ihe Hosplial, and is in no way Influsnced by Kashika Foundation, Hense, the Hospital will
pesumi sale & complele responsibility of the realmenl & IU's ouicome A salaly of the patignt, and Koshika Foundation will frave no role o respensiblity

in the malier.
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